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_A.clear conception of’ osseous injuries-and their repair. is, essential to an understanding of frag 
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Announcement—Extraordinary 


-Monographic Medicine 


DIAGNOSIS BASED ON 
PHYSIOLOGY 


INSTEAD OF 


ANATOMY 


‘“‘This substitution of the view point of functional pathology for that of structural 
pathology in discussions of the principles and in determining the practice of in- 

Conner medicine represents the most radical departure in our science since Virchow 
so profoundly influenced it by the introduction of the conceptions of cellular 
pathology over fifty years ago.”’ 


Vol. I. FUNCTIONAL PATHOLOGY - ALBION W. HEWLETT 
Vol. II. 11.TV. GENERAL DIAGNOSIS - LEWELLYSF. BARKER 
Vol. V. DIFFERENTIAL DIAGNOSIS - M. HOWARD FUSSELL 
Vol. VI. PROGNOSIS - - - - - - - - - HENRY L. ELSNER 
PRICE, $39.50 


A postal card will bring you fall detailed information 
regarding this remarkable achievement in medicine. 


D. APPLETON & CO. NEW YORK and LONDON 


So. Med. 2-17 


Patronize our advertisers—mention the Journal when you write them. 
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™] St. Elizabeth’s Hospital 


617 West Grace St.. Richmond, Va. 

A thoroughly equipped and modern private hospital for surgical and 
gynecological patients. fre-proof—s desirable requirement 
in any buildi but a ity in a surgical hospital. Ventilation per- 
fect—due to general design of architect who is an authority on ventila- 
tion, and also to the patent Austral windows, which direct the air cur- 
rent towards the ceiling and not on the patient. {Only graduate nurses 
are employed. {All modern conveniences, such as silent electric light 
signals for patients, vacuum cleaners built in .the wall and long dis- 
tance telephone connection in every bed room. {Two large and com- 
plete operating roome with northern light are on the top floor, where 
they are practically free from dust. The hospital is open the entire 
year. No wards, only single or double rooms, with or without private 
bath. Rates $2.50 per day — up. §A aoe number of graduate 
nurses received for post-graduate instructi 

Superintendent, MISS JOSEPHINE MeLEOD, A.B., Graduate Nurse 
of Johns Hopkins Hospital. 

J. SHELTON HORSLEY, M.D., Surgeon-in-Charge. 


Albuquerque Sanatorium 
FOR TUBERCULOSIS 
Albuquerque, - - New Mexico 
Altitude 5,100 Feet. Rates Moderate. No Extras. Climatic Conditions 
Unsurpassed 
A private sanatorium where the closest sonal attention is given 


each patient. Complete laboratory and 2-- * a equipment for diagnos- 
tic purposes. Compression of the lung and Sen bode treatment after 
the method of Rollier. Steam heat, hot and cold water, electric iene, 
call bells, local and long-distance telephones and private porches for 
each room. Bungalows, if desired. 

Situated but 1% miles from Albuquerque, the largest city and best 
market of New Mexico, permits of excellent meals and service at s 
moderate price. Write for Booklet B. 


A. G. Shortle, M.D.—Associate Physicians—L. S. Peters, M.D. 


CURRAN POPE 


MODERN up to date private infirmary equipped with steam heat, electric light, electric 
A fans, modern plumbing and new furnishings. Solicits chronic cases, functional and or- 
ganic nervous diseases, diseases of the stomach and intestines, rheumatism, gout and 
uric acid troubles, drug habits and non-surgical diseases of men and women. No insanity or 
infectious cases treated. Bed-ridden cases not received without previous arrangement. 
Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, High Frequency, Arc Light and X-Ray 
Treatments given by competent Physicians and Nurses under the immediate supervision of the Medical 
Superintendent. Special laboratory facilities for diagnosis by urine, bleod, sputum, gastric juice and 
X-Ray. Recreation hall with pool and billiards for free use of patients. 


Rates $25 per week, including treatment, board, medical attention and general nursing. Send 
for large illustrated catalog. The Sanatorium is supplied daily, from the Pope Farm, with veg- 
etables, poultry and eggs; also milk, cream, butter and buttermilk from its hexane of registered 


pura THE POPE SANATORIUM 


LOUISVILLE, KENTUCKY 
115 West Chestnut St., 


Long Distance Phones 
CUMB. M. 2122 HOME 2122 
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Near Washington, D. C. Baltimore & Ohio Railroad and 
Electric Line from Washington. 


This Sanitarium under experienced management offers 
superior advantages for the treatment of patients suf- 
fering from Nervous and mild Mental Diseases, and for 
elderly persons needing skilled care and nursing; com- 
bining the equipment of a modern Phycopathic Hos- 

ital with the appointments of a refined home, The 
Hydrotherapy Department is complete in every detail 
including the Nauheim Baths for Arteriosclerosis, 
Heart and Kidney Diseases, 


DR. E. L. BULLARD, Physician-in-Charge 


FOR SURGICAL 


The Davis Infirmary 


i CAL CASES and Hos- 


J. D. S. DAVIS, M.D. BIRMINGHAM, ALA. for Nurses. 


SOUTH MISSISSIPPI INFIRMARY 


Organized 1901 Hattiesburg, Miss. 
W. W. CRAWFORD, M. D., Surgeon-in-chief 


SURGICAL AND MEDICAL 


The Hendricks Sanitorium, ©Pso Texas 


THE MOST MODERN SANATORIUM 
FOR THE TREATMENT OF TUBERCULOSIS 


Physicians of the South and Southwest are Urged to Investigate 
All Rooms connect with Private Bath--All Rooms have Private Sleeping Porches 
Fireproof Construction 
NO BETTER CLIMATE—WINTER OR SUMMER 
R. D. HARVEY, 


C. M. HENDRICKS, 
J. V. WRIGHT 
President Medical Director 


Patronize our advertisers—mention the Journal when you write them. 
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g,|fhe Tucker Sanatorium, Ine, 


Madison and Franklin Streets 
RICHMOND. VIRGINIA 


; This is the Private Sanatorium of Dr. Beverley R. Tucker 


diseases. Insane and acute alcoholic cases are not taken. 
The Sanatorium is large and bright, surrounded by a 
lawn and shady walks and large verandas. It is situated 
in the best part of Richmond and is thoroughly and mod- 
ernly equipped. There are departments for massage, 
medicinal exercises, hydrotherapy, occupation and elec 
tricity. The nurses are especially trained in the care of 
nervous cases. 


DR. BRAWNER’S SANITARIUM, ATLANTA, GA, 


FOR NERVOUS AND MENTAL DISEASES, GENERAL INVALIDISM AND DRUG ADDICTIONS 


Woman's Building A Cottage Main Building Playing Croquet 
The sanitarium is located on the Marietta trolley line, 10 miles from center of city, near a beautiful suburb, Smyrna. Grounds consist of 88 
acres. Buildings are steam heated, electrically lighted, and many rooms have private baths. Patients have many recreations such as tennis, 
oe ashes. cnt automobiling. Reference: The Medical Profession of Atlanta. Address DR. JAS. N. BRAWNER, 701-2 Grant Bids., 
janta, Ga. 


The Tucker Sanatorium is for the treatment of nervous - 


Dr. Sprague’s 
Sanatorium 


HIGH OAK 


NERVOUS AND MENTAL DISEASES, LIQUOR AND DRUG ADDICTIONS TREATED 


Constant medical oversight and skilled nursing. Hydrotherapeutic department equipped with Turkish, shower, 
needle, sitz and other baths, liver spray, and Scotch and perineal douches, given by prescription at definite tem- 
peratures and pressures. Various forms of vibration, vibratory and manual massage, galvanic and faradic elec- 
tricity, laboratory methods and facilities for. sero-diagncsis and treatment. Various in and outdoor games. Resi- 
dent musicians. New buildings. Eighty-one acres. Beautifully wooded grounds. In arranging for admission of 
patients physicians may use long distance telephone at our expense. Address 


GEO. P. SPRAGUE, M. D., Lexington, Ky. 


Patronize our advertisers—mention the Journal when you write them. 
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LYNNHURST SANITARIUM 


For Nervous Diseases, Mild Mental Disorders; an Improved Treatment for 
Addiction, Eliminates Suffering and Craving 


SITUATED in the su- 
burbs of Memphis, on 22 
acres of beautiful wood- 
land and ornamental 
shrubbery. Modern and 
approved methods in 
construction and equip- 
ment. Thorough ven- 
tilation, sanitary plumb- 
ing, low pressure steam 
heat, electric light and 
fire protection. Pure 
water, experienced 
nurses. 


New Buildings Completed in March, 1915, 


Special facilities for giving hydrotherapy, electrotherapy, 
massage, physical culture and rest treatment 


S. T. RUCKER, M. D., Office, Goodwyn Institute MEMPHIS, TENN. 


VON ORMY COTTAGE SANITARIUM 


For the Treatment of Tuberculosis 
VON ORMY, TEXAS. 


I. S. KAHN, A.B., M.D., Medical Director 
W. R. GASTON, Business Manager 
F. C. COOL, Assistant Manager 

An institution designed for the proper care of tubercu- 
lar patients at moderate rates. 

plendid all year ’round climate. 

Beautifully located on the Medina ‘River near San An- 
tonic. Our own dairy and egg supply. 

Tuberculin, autogenous vaccines as artificial pneumo- 
thorax used where indicated. 

Hopeless last stage cases not admitted. 

Rates: $15.00 and $18.00 per week. 

Write for booklet. 


Arlington Heights Sanitarium 
P. O. Box 978, F ort Worth, Texas. 


For Nervous Diseases, Selected 
Cases of Mental Diseases, 
Drug and Alcohol Addictions, 


(Incorporated under Laws of Texas) 
WILMER L. ALLISON, M.D., 
Resident Physician 


JAMES D. BOZEMAN, M.D., 
Resident Physician 


BRUCE ALLISON, 


ent Physician 
JOHN S. TURNER, 
Consulting Physician 


Patronize our advertisers—mention the Journal when you write them. 


q 


SOUTHERN MEDICAL JOURNAL 


APPALACHIAN HAL 
DR, LOUIS G. BEALL AN INSTITUTION FOR ADVISORY BOARD 


"Physicians ia ‘Charge THE TREATMENT OF D-.C.v- Reynolds, Dr. C. L. Minor 
NERVOUS DISEASES Fletcher, Dr. W.L. Dunn 


Situated at an altitude of 2500 ft. in the heart of the Blue Ridge Mountains of Western North Carolina. 
Superb lawn and 25 acres of beautifully wooded grounds. 


vor information address ORS. BEALL & SMITH, ASHEVILLE, N. C. 


DR. J. F. YARBROUGH'S SANATORIUM 
COLUMBIA, ALABAMA 
For the Special panes of PELLAGRA, “BRIGHT’S DISEASE” 


YSPEPSIA AND INDIGESTION 
TRAINED NURSES 


CONSULTING STAFF 
M. S. DAVIE, M.D., Dothan, Ala. ROSS MOOTY, B.S., M.D., Columbia, Ala. 


ALFRED SMITH FRASIER, F.A.C.S., HENRY GREEN, M.D., Dothan, Ala. 
Dothan, Ala. 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Alcohol Addictions and Ner- 


vous Invalids Needing Rest and Recuperation 
Established 1903. Strictly ethical. Location delightful summer and winter. Approved di- 
agnostic and therapeutic methods. Modern clinical laboratory. 7 buildings, each with sep- 
arate lawns, each featuring a small separate sanitarium, affording wholesome restfulness 
and recreation, in doors and out doors, tactful nursing and homelike comforts. Bath rooms 
en suite, 100 rooms, large galleries, modern equipments, 15 acres, 350 shade trees, cement 
walks, playgrounds. Surrounded by beautiful perk, Government Post grounds and Coun- 
try Club. 
G. H. MOODY, M.D., Supt. T. L. MOODY, M.D., thea. Physician, J. A. McINTOSH, Res. Physician. 
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Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF, 
DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE, 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPEN- 
ING ON NOVEMBER FIFTEENTH OF AN ADDITION TO THE 
INSTITUTION OF TWO BRICK BUILDINGS—ONE FOR MEN 
AND ANOTHER FOR WOMEN. 


HE PLANT now consists of nine separate buildings situated in the midst of grounds which 
I embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 
walks and drives, and the institution affords the quietness and serenity of the country 


within sight of the city. 


Rooms may be had single or en suite, with or without sitions baths. Small cottages, suitable 
for one patient, are also available. 


Treatment is limited to Nervous Disorders, Mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 


Life in the out-of-doors, combined with properly selected work for each patient, constitutes an 
important therapeutic measure. 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 
a BOOKLET UPON REQUEST 


Miller’s Diabetic Sanatarium, Inc. 


FREEPORT, ILLINOIS 


An institution where all the scientific principles which bring best results 
are brought into practice. Our patients are put on correct diet, under personal 
medical supervision. They are weighed and their food is then made to meet 
their caloric requirements. 

A special advantage of institutional treatment in these cases is the oppor- 
tunity for the training of patients in Diabetic and Bright’s Disease habits adapted 
to his individual requirements: When he returns home at the end of a few 
weeks, he is able to establish and maintain a suitable regime by which he may. 
with the aid ef his family physician, remain sugar and albumen free for an in- 
definite period. 


Descriptive Folder Mailed Free 
DR. R. C. MILLER, Supt. 


MILLER’S DIABETIC SANATARIUM, Inc., Freeport, I1!. 
PHONE 70 OLD PHONE 349. 


BIRMINGHAM INFIRMARY 


Birmingham, Alabama 


SURGICAL DEPARTMENT MEDICAL DEPARTMENT 
RADIUM DEPARTMENT X-RAY DEPARTMENT 


DR. W. C. GEWIN, President MRS. B. GOLIGHTLY, Supt. 
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The Hygeia Hospital 


Is the only institution in the Middle West 


exclusively treating Drug and Alcohol Addiction 
by the method given to the medical profession through 
the Journal A. M. A. June, 1913. Patients freed from 
their habit and craving, without suffering or publicity. 
By means of clinical and laboratory examinations the 
treatment is adapted to the condition of the individual. 


A fixed charge is made, covering all ordinary expenses. 
Reprints and other information sent on request. 


So. Med. 
WM. K. McLAUGHLIN, M.D. 2715 Michigan Boulevard 
Medical Supt. CHICAGO, ILL. 


Saratoga Springs Medical Sanitarium 


A private institution for the treatment of internal disorders by regime and by the 
“Nauheim Method” Open all the year. Professional inquiries invited. 


H. E. BARIGHT, M. D., Medical Director Saratoga Springs, N. Y 


® e For the Treatment of MENTAL and NER- 
( 3 | 1 eC Ww VOUS DISEASES and the ADDICTIONS. 
. New fifty Room Department completed January, 
e e 1915. Now have two new buildings. One for each 
sex. A thoroughly modern and fully equipped pri- 
San | tarl u mM vate hospital, operating under state license. Large 
commodious buildings offering accommodations 
Ges (ESTABLISHED 1907) SN «= to meet the desires of the most exacting. Situated 
own in a quiet, secluded place. Lar; 
Telephone Main 2928 resident physicians. Capacity 65. References: 
Rural Route No. 1. Nashville, Tennessee Medical Profession of Nashville. ; 
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; The Cheston King 


Sanitarium 


For the Treatment of Nervous 
and Mild Mental Diseases, 
Alcoholic and Drug Addictions. 


Situated in Atlanta’s most exclusive residential section. With extensive grounds, 
modern conveniences and accommodations. Facilities excellent. Electricity, Hy- 
drotherapy, Massage and Occupation. No patient is thrown in contact with 
any objectionable case. Physicians in constant attendance. 


Address: 
THE CHESTON KING SANITARIUM, Peachtree Road, Atlanta, Georgia 


PETTEY & WALLACE FOR THE TREATMENT 


MEMPHIS. TENN. SANITARIUM Drug Addiction, Alcoholism, 


Mental and Nervous Diseases 


A quiet, home-like, private, high- 
class institution. Licensed. Strictly 

i Complete equipment. Best 
accommodations. 


Resident physician and trained 
nurses. 

D tients treated Dr. 
personal supervision. 


Detached building for mental 
patients. 


Dr. Morse’s Sanatorium for Tuberculosis 


HENDERSONVILLE, NORTH CAROLINA. 

Twenty miles south of Asheville, on the main line of the 
Southern Railway between Cincinnati and Charleston. Prob- 
ably the finest all-year-round climate in America. Large num- 
ber of days of sunshine. Altitude 2300 feet above sea level. 
Stimulating air. Mountain scenery of great beauty. In the very 
center of the “LAND OF THE SKY.” The sanatorium is espe- 
cially adapted to the treatment of the tuberculous. Private 
sleeping-out piazzas for every patient. All modern conven- 
iences and good service. Every health-giving condition is 
supplied. Eighteen acres of natural parkland surround the 
sanatorium—a scientific institution amid ideal conditions. Phy- 
sician lives in the sanatorium. Rates $17.50 to $30.00 per 
week. Booklet on application. 


DR. MORSE’S SANATORIUM, Box 395, Hendersonville, WN. C. 
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FOR SURGICAL AND 


HoLMES SANATORIUM GYNECOLOGICAL 


CORNER FOURTH AVENUE AND BAST FIRST STREET CASES. 
ROME, GEORGIA Chartered Training School 


J. B.S. HOLMES, M.D., Surgeon-in-Chief. for Nurses. 


OXFORD RETREAT 
OXFORD, OHIO 
Nervous and Mental Diseases 
Alcohol and Drug Addictions 


FOR MEN AND WOMEN 


96 Acres Lawn and Forest. Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped. Of Easy Access—39 Miles 
from Cincinnati, on C. H. & D. 

R. R. 10 Trains Daily 


THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular 
R. HARVEY COOK, M.0.. Physician-in-chief 


UKE PITAL 


Dersonally conducted by Dr.Stuart MGuire 
forthe Accommodation of fis Surgical Patients. 


Patronize our advertisers—mention the Journal when you write them. 
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GLOCKNER SANATORIUM coro. 


CLIMATE 
CARE 
COMFORTS 


For 
Pulmonary 
Cases | 
FOUNDED IN (889 age FRONT 


A pee eg with surgical annex, modern buildings and equipment. Located amid scenic grandeurs. For 25 years success- 
fully engaged in caring for the health-seeker. Rates $15 to $35 per week. Write for catalog, mentioning this Journal. 


KENILWORTH SANITARIUM 


Kenilworth, Illinois 
(Established 1905) 


& N. W. Railway. Six North of 
and fee the treatment of nervous and mental diseases. Ap- 


An adequate night nursing. service maintained. Sound proof rooms with 
forced ventilation. Elegant appointments. Bath rooms en suite, steam heating, 
electric lighting, electric elevator. 

RESIDENT MEDICAL STAFF: 

Margaret S. Grant, M.D., Sherman Brown, M.D., Sanger Brown, M.D., 
Chicago Office: 53 Ww. Jackson Boulevard, Monadnock Block 
Telephone Harrison 1206 , Consultation by appointment only. 
All correspondence should be addressed to 


Kenilworth Sanitarium Kenilworth, Ill. 


CINCINNATI SANITARIU M 


FOR MENTAL AND NERVOUS DISEASES 
A strictly modern hospital fully equipped for the scientific treatment of all nervous and 
mental affections. Situation retired and accessible. For details write for descriptive pamphlet. 


F. W. Langdon, M.D., Medical Director 
B. A. Williams, M.D., Resident Physician 
Emerson A. North, M.D., Resident Physician 


H. P. Collins, Business Manager, Box No. 4, 
College Hill, Cincinnati, Ohio. 
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NEW MEXICO COTTAGE SANATORIUM 


E. S. BULLOCK, M.D. WAYNE MacVEA 
Physician-in-Chief WILSON, 


For the treatment of 


TUBERCULOSIS 


No region in the world equals the high altitude sec- 
tion of the southwestern portion of the United States 
for the treatment of tuberculosis. And of all the cities 
and towns in this section, SILVER CITY stands pre. 
eminent as a health resort. 

Wonderful all-year-round climate. Moderate winters, 
Cool summers. Over three hundred days of sunshine 
each year. Hemorrhagés rare. Night sweats unknown, 

Splendidly equipped institution. ‘Tuberculin in ge. 
lected cases. Artificial pneumothorax. — 
X-ray. Rates for Ambulant Patients from $20.00 


$32.50 per week. No extras. 
Write for Descriptive Booklet C. Silver City, New Maxie 


HEALTH RESORT WISCONSIN 


For Nervous and Mild Mental Diseases and Addiction Cases 


Five minutes walk from Interurban between Oconomowoc and Milwaukee 
On main line C. M.& St. P. Ry. 30 miles west of Milwaukee. 

Built and equipped to —— the demand of the neurasthenic, bor- 
der-line and undisturbed mental case, for a high-class home free 
contact with the palpably insane, and devoid of the institutional at- 
mosphere. 

Forty-one acres of natural pot] in the heart of the famous Wiscon- 
sin Lake Resort region. Rural environment, yet readily accessible. A 
beautiful country in which to convalesce. 

The new building has been designed to — every require- 
ment of modern sanitarium construction, the comfort and welfare of 
the patient having been provided for in every respect. The 
partment is unusually complete and up-to-date. 

Number of patients limited, assuring the personal attention of the 


New Building Absolutely Fireproof Arthur W. Rogers, B. L., M. D. Resident Physician in Charge 


WAUKESHA SPRINGS SANITARIUM 

For the Care and Treatment of 
NERVOUS 
DISEASES 


Building Absolutely Fireproot ; 
BYRON M. CAPLES, M.D., Supt. 
Waukesha, Wis. 


PINEWOOD REST 


ARLINGTON HEIGHTS, MASSACHUSETTS 
A Home Sanatorium for 
Nervous, Mental and Inebriate Diseases 


Beautiful surroundings free from institution atmosphere, 
modern equipment, liberal cuisine and r ble rates. 


For information or booklet address 


53 Appleton St., Arlington Heights, Mass. 


Phone 787 Arlington P. E. DEEHAN, M.D., Medical Director 
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Glenwood 
PARK 
Sanitarium 


GREENSBORO, 
“NORTH CAROLINA 


‘Succeeding Telfair Sanitarium 
Cc. W. Ashworth, M. D., Superintendent 


strictly ethical institution offering superior advantages for the scien- 

as treatment of Nervous and Alcoholic Addictions. A 

modern building of 30 rooms, well heated and lighted and fully 

equipped with hot and cold baths, up-to-date electrical apparatus, etc 

location in quiet suburb, where all publicity can be avoided 

Patients given humane treatment. Originators of the ‘Twilight 

’’ treatment for drug — Gradual reduction method also 

used tn habit cases. Descriptive booklets for both systems will be 
sent on request. Write for a. 


Dr. Watson’s Sanitarium 


CHICAGO, ILLINOIS 


For the Treatment of GOITER and Dis- 
eases of the Glands of Internal Secretion. 


LEIGH F. WATSON, M.D., Medical Director 
Office, Marshall Field Annex Building 


DOWNEY HOSPITAL 


A new, modern, up-to-date 
two-story building with roof 
garden, equipped with steam 
heat, electric lights, electric 
signal system and new furn- 
ishings. All rooms outside, 
with or without private bath; 
hot and cold water in each. 
Fully equipped sterilizing and 
operating rooms. Patients 


Abdominal and General Sur- 
gical conditions. Limited oumber a medical cases accepted. No 
contagious, alcoholic or mental cases admitted. Trained gradu- 
ate nurses and excellent training school. For further information, 


address DOWNEY HOSPITAL, Gainesville, Ga. 


DR. BARNES’ SANITARIUM 


STAMFORD, CONNECTICUT 


A Private Sanitarium for Mental and Nervous Dis- 
eases. Also Cases of General Invalidism. Sep- 
arate Department for cases of inebriety. 


The buildings are modern, situated in spacious and at- 
tractive grounds, commanding superb views of Long Island 
Sound and surrounding hill country. The accommodations, 
table, attendance, nursing and all appointments are first 
class in every respect. The purpose of the Institution is 
to give proper medical care and the special attention need- 
ed in each individual case. 50 minutes from Grand Central 
Station, New York. For terms and illustrated booklet, ad- 
dress F. H. BARNES, M.D., Med. Supt. Telephone 1867 


KING, 
Guy B. DENIT, D. 


ST. ALBANS SANATORIUM, Inc. 


Long Distance Phone 75 
P. O, BOX & 


Radford, Virginia 


The Hydrotherapy Department is complete in every de- 
tail. Continuous, Nauheim and Tonic Baths. 

Special emphasis given to Rest, Diet, Occupation, Mas- 
sage and Electricity. 

Clinical Laboratory fully equipped. 

A thoroughly equipped and modern Private Sanatorium 
for the diagnosis and treatment of chronic medical, nerv- 
ous, and mild mental disorders. It is situated 2,000 feet 
above sea level in the famous blue oe region of Vir- 
ginia. There are two large Colonial brick buildings con- 
nected by a sun parlor 105 feet long. Rooms single or en 
suite, with or without private baths. Accommodations for 
fifty patients. Modern and approved methods used in 
every department. The nurses are specially trained to 
care for nervous patients. 


For details write for descriptive pamphlet. 


THE POTTENGER SANATORIUM 


MONROVIA, CALIFORNIA 


FOR DISEASES OF THE 
LUNGS AND THROAT. 


A thoroughly equipped institution 


for the scientific treatment of tuber- 
culosis. High class accommodations. 
Ideal ali-year-round climate. Sur- 
rounded by orange groves and beauti- 
ful mountain scenery, haa ig -five min- 
utes from Los Angeles, Pot- 
tenger, A.M., M.D., ‘Medical 
Director. J. E. Pottenger, A.B. 
Assistant Medical Director and Chiel 
of Laborato George H. Evans, 
D., San rancisco, Medical Con- 
sultant. For particulars address: 
POTTENGER SANATORIUM, 
Monrovia, California. 
Office: 1100-1101 Title Ins. 


Idg., Fifth and Spring Streets. 
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CHICKASHA, OKLAHOMA 
Clinical Examinations of All Kinds 


Sero- of Syphilis (Wassermann) _ Autogenous | 


Bacter 
di | 


DOCTOR LEEDS’ LABORATORY | Medical College of Virginia 


UNIVERSITY COLLEGE OF MEDICINE 
MEDICAL COLLEGE OF VIRGINIA 
(Consolidated) 


Calirdted 


A. B. LEEDS, M.D., a_| Medicine-Dentistry-Pharmacy 


STUART McGUIRE, M.D., Dean 


[PRIVATE MATERNITY HOME | 


For deserving unfortunate, unmarried New college building, completely equipped and modern 

girls, recommended by their physicians. laboratories. Extensive Dispensary service. Hospital fa- 
Quiet, homelike, exclusive, protective, strictly cilities furnish 400 clinical beds; intivitasl pe 
ethical. Good home for infants. provided if de- | a faculty: practical curriculum. For catalogue or 


sired. Rates and | 
t t Secretary, 
co-operation solicited from physicians J. R. McCAULEY, 


Addres DR. IRA TY |. 
ress R. IRA C. TYNDALL Berlin, Md 1140 E. Clay Street Richmond, Virginie 


The Watauga Sanitarium, Ridgetop, Tenn. 


In the Foothills of Tennessee’s Beautiful and Picturesque Mountains 


STAFF: For Tuberculosis in All Forms 

DR. Maotorietogist-in-Chlet Location ideal, elevation about 1,000 feet, buildings modern hot and 
we * 1-7 cold running water, lighted with gas, perfect sewerage, excellent water 
8. 5 ae supply. The Sanitarium operates it own dairy and truck farms. Equip- 
DR. G. 6. SAVAGE, vd Threat ment includes our own steam laundry, and is in every way up to now. 
ae ey Tuberculins and Vaccines Administered in suitable cases. Hydrotherapy 
oa modified after the method of Rollier. Rates very reasonable. Address 
Ta THE WATAUGA SANITARIUM, Ridgetop, Tenn. 


or Mr. James A. Yowell, Mr. Joe E. Yowell, Sec.-Treas., 623 Stahlman Bldg., Nashville, Tenn. 


New Orleans Post-Graduate School of Medicine 


AFFILIATED WITH LOYOLA UNIVERSITY 


Regular Session begins October 2d. Students admitted throughout the year. 
UP-TO-DATE POST-GRADUATE INSTRUCTION to meet the requirements of the General 
practitioner or the Specialist in all branches of Medicine and Surgery. 

ABUNDANT CLINICAL MATERIAL. Unexcelled clinical facilities in all the hospitals of 
the city of New Orleans, particularly the great Charity Hospital where members of the faculty 
occupy the highest positions on the Visiting Staff. 

FACULTY LARGE, permitting Individual instruction and special work if desired. 
For further information address Joseph A. Danna, M.D., Secretary, Suite 716 Maison Blanche 


Building, New Orleans, La. 


MEDICATION FOR HYPODERMIC TREATMENT 


Sterile, Accurate, Efficient. In Hypule form 
Sodium Cacodylate, Mercury Biniodide, Mercury Salicylate, Iron Citrate, tron Citrate and Sodium Arsenate, 
Emetine Hydrochloride, Fisher's Solution (concentrated), Gray Oil, Novocain and 80 other formulae. 

These hypules not only insure full potency and exact dosage of the drug to be ad- 
ministered, but they afford the physician an aseptic, and readily assimilated solution or 
suspension. For treatment in serious and malignant diseases, hypodermic medication is 
far superior to the indirect methods of absorption through the alimentary tract. The 
use of HEISTER’S HYPULES places this form of medication on a scientific basis, reliev- / 
ing the practitioner of all anxiety as to the quantity or character of the hypodermic in- | 


jection which he administers. 7 
Heister’s 


— tasorarory or LOUIS HEISTER Hypules 


Hypules 
Manufacturers of Physician’s Pharmaceutical! Specialties in Hypule Form 


Liston” Application CINCINNATI, OHIO, U.S. A. 
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New York Polyclinic Medical Schaal and Hospital 


341-351 West 50th Street, New York City 


General, Separate Clinical. and Special Post-Graduate Courses of Individual 
Instruction given throughout the year, beginning at any time, and for any 
period of time. Laboratory, Cadaver and Operative Courses in all branches. 
Instruction planned to meet individual requirements. Courses of Practi- 
cal Work under tutelage for periods of three months, six months, one year, 
for specialists. Individual Instruction in the following branches: 


Major and Minor Surgery Rectal Diseases 
Hernia (local anesthesia) i Anesthesia 
rethroscopy and Endoscopy . 
Neurology and Neurological. Surgery ; Infant Feeding ang Diagnosis 
(brain, spinal cord, peripheral nerves) Tuberculosis (Pulmonary, glandular, bone) 
Drug Addictions and Toxemias 


Dermatology (skin pathology) 
Gynecology (operative; non-operative) Diseases of Stomach (dietetics) 


Eye (including Refraction), Ear, Nose, Throat X-Ray and Electro Therapeutics 


State particular information desired when writing. 
Address inquiries to JOHN A. WYETH, M.D., LL.D., President of the Faculty 


$25.00 SPECIAL COURSES at $25.00 
The Chicago Policlinic and The Post-Graduate Medical School of Chicago 


The Twenty-Sixth Annual Special Course Will Commence 


at The Chicago Policlinic , , , at The Post-Graduate Medical School of Chicago 
Monday, April 2, 1917 Monday, May 7, 1917 

and will continue three weeks at each institution. These courses which have given such satisfaction for so many 
years have for their purpose the presentation in a condensed form of the advances which have been made during the 
year previous in the following branches: Surgery, Orthopedics, Gynecology, Obstetrics, Genito-Urinary, Stomach and 
Rectal Diseases and in border-line medical subjects. Fee for each of the above courses $25.00. 

Special Operative Work on the Cadaver and Dogs, and General and Special Laboratory Courses. 

All regular clinics continue as usual. For further information address: 


THE CHICAGO POLICLINIC THE POST-GRADUATE MEDICAL SCHOOL OF CHICAGO 
M. L. HARRIS, Secy. EMIL RIES, Secy. 
V-219 W. Chicago Ave., CHICAGO V-2400 S. Dearborn Street CHICAGO, ILLINOIS 


UNIVERSITY of LOUISVILLE 


MEDICAL DEPARTMENT 

Seventy-ninth annual session begins Sept. 28, 1916. Entrance Requirements: One year of 
college work in Physics, Chemistry, Biology and a modern language, in addition to the 14 units’ 
work in an accredited high school. 

A premedical course of instruction is given in the Academic Department of the University. 

Well-equipped laboratories under full-time teachers, : 

Clinical work in the new Million-dollar Public Hospital. For further information and cata- 
logue, address the Dean, 


HENRY ENOS TULEY, M. D., Louisville, Ky. 
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MOBILE, ALABAMA 
Rated Class A. Registered “Standard” by N. Y. State Educational Department. Laboratories of 
Anatomy, Physiology, Blology, Bacteriology, Pathology and Pharmacology. Equipped with latest 
standard apparatus. Operated by all-time Teachers. Instruction in Junior and Senior years mostly 
clinical. Below are shown four of the institutions affiliated with us for clinical work. 


MOBILE CITY HOSPITAL ‘ MOBILE CITY DISPENSARY 


206 beds. Internes appointed and mag by the School. Controlled and operated by the School. Over 10,000 patients 
Clinical material abundant, divid treated by students last session. Under direction 
ed into small sections under Su ctlne teacher. of experienced teachers. 


ALABAMA MATERNITY AND INFANT HOME U. S. MARINE HOSPITAL 
Mobile, ~ Pen vey 10 maternity cases and 100 infants. ~ Ala. Surgeon in charge professor of Tropical Med- 
jiatrics in Ile Patients utilized by order of 


of Obstetrics and Ped ‘ine the co 
control. Secretary Treasurer of United States. 


For entrance requirements and full Information address DR. T. H. FRAZER, Dean, Mobile, Alabama 
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Stanolind 


Trade Mark Reg. U. S. Pat. Off. 


Liquid Paraffin 


(Medium Heavy) 


Tasteless — Odorless — Colorless 


Valuable in Diabetes and 
Chronic Gastritis 


N cases of diabetes, the systematic use of 
Stanolind Liquid Paraffin, acting as a gentle 
laxative, is an effective means of combat- 

ing the intestinal putrefaction and auto-intoxi- 
cation which are constant accompaniments of 
diabetes in its grave forms, and may be one 
of the most potent factors in its causation. 


Stanolind Liquid Paraffin has no effect upon 
gastric secretion; does not inhibit the produc- 
tion of hydrochloric acid by the stomach. 
Hence it is indicated where a 

condition of constipation co-exists 

with chronic gastritis. 

Stanolind Liquid Paraffin is not 

acted on by any of the digestive 

juices and is not absorbed. It acts 

by adding to the bulk of food in 

the large intestine; by lubricating 

the food canal, and by hindering 

the excessive absorption of water. 


A trial quantity with informative 
booklet will be sent on request. 


Standard Oil Company 
(Indiana) 
72 W. Adams Street, Chicago, U S. - 


003 0090508008 SEH SOM 
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THE SUBMARINE DEUTSCHLAND 


brought a shipment of PYRAMIDON, ALBARGIN, ANAESTHESIN, 
ORTHOFORM, ANTIPYRIN, SUPRARENIN and HOLOCAIN, 
which is now ready for distribution. Owing to the largely increased 
cost of importation, due to this unusual and hazardous method of 
transportation, prices have been advanced. Orders are being sent 
out pro-rata in accordance with time of receipt. 

NOVOCAIN is again available and is supplied in 5 gram vials 
and in tablets. 

For large (hospital) quantities of 4% and 1 per cent. Novocain- 
Suprarenin solutions we recommend Tablets “A” and “B”; for small 
(office) quantities, Tablets “E” and “T”; for pure Novocain solu- 
tions, Tablets “D” and “F” respectively. 

' If physicians cannot obtain these products through the usual 
channels, we will take care of their immediate requirements. 


SALVARSAN and NEOSALVARSAN 


Direct distribution to physicians and hospitals will be continued. Beware of rank imitations, com- 
posed of table salt or starch, which are being peddled by women. Purchase direct from us only. 


H. A. METZ, President 
FARBWERKE-HOECHST 
Pharmaceutical Department 
111-113 Hudson Street New York, N. Y. 


CHICAGO LABORATORY 


CLINICAL ANALYTICAL 


Marshal Field Annex Bidg. Established 1 


Pathological Tissue Examination 


- Surgical diagnosis by frozen sec- 
tion on specimens of tissue may 
ay : | be obtained promptly on same 
BoE day they are received. 
EB Send for booklet of instructions how to 
examination. A\ll laboratory tests. Re- 
ports by mail, telephone or telegraph. 


Our names and reputations stand back of our work. 
RALPH W. WEBSTER, M.D. Ph.D. 
Director of Chemical Department. 
THOMAS L. DAGG, M.D. 
Director of Pathological Department. 


C. CHURCHILL CROY, M.D. 
Director of Bacteriological Department. 
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DOCTOR, YOU NEED THIS 


Early diagnosis is the recognized key-note to success in medical practice, 
and it is conceded that there is nothing in office equipment comparable for 
this purpose to 


Efficient X-Ray Apparatus 


The above is one of the many beautiful models of the 


VULCAN COIL 


The acme of Simplicity, Reliability, Durability and Efficiency. Equal to 
any demand in Radiography, Fluoroscopy or X-Ray Therapy. Provision is 
also made for delivering all forms of High Frequency treatments. Priced 
within the reach of all. Can you afford to be without it? 


Guaranteed Five Years 


Send for our beautifully illustrated catalog and Bulletin F, showing the 
character of the work our patrons accomplish with this remarkable little 


apparatus. 


Vulcan Coil Company 
239 North Los Angeles Street 
Los Angeles, Cal. 
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MOSPiTAL PACKAGE, NO 
Ozs, 204 Gr 


“TRADE MARK 


TRY IT IN 
Wounds _Nasaland Infections Carbuncles 
’ Burns Throat Following Ulcers 

Gonorrhea Infections Labor Pyorrhea 


CHLORAZENE 
DAKIN’S NEW ANTISEPTIC 


This new chlorine-carrying antiseptic, para- 
toluene-sodium-sulphochloramide, was developed 
in France by Dr. H. D. Dakin, of the Rockefeller 
Institute, with the clinical cooperation of Dr. 
Alexis Carrel. 

It is distinctly superior to the hypochlorites be- 
cause, as Doctor Dakin says, it is more stable, less 
irritating and can be used in greater concentra- 
tion. 

Chlorazene is being used by the Carrel method in treat- 
ing infected wounds, and many physicians report success 
in the use of Chlorazene for burns, ulcers, skin diseases 
and infections of the mucous-lined cavities, 

You will be surprised at the remarkable results which 
can be obtained with Chlorazene. Try it. 

PACKAGES AND PRICES 

CHLORAZENE is supplied in 4.6-grain tablets, in bottles 
of 100, at 60c. In powder; two special packages for general 
and hospital use: Hospital Package No. 1, to make 1 gallon 
of 1=percent solution, 55c; Hospital Package No. 2, to make 
5 gallons of 1=percent solution, $2.00. Chlorazene Surgical 
Cream, per 4-ounce jar, 60c. Prices on larger quantities 
on request. 

The trade will be stocked, but if your druggist is not ° 
supplied, we shall be glad to supply you direct, from our 
home office or branches. 


Literature on Request 
THE ABBOTT LABORATORIES 


CHICAGO — NEW YORK 
Seattle San Francisco Los Angeles Toronto Bombay 


Eliminate the 
a a 
in Diagnosis 

E, Send us your specimens 


WASSERMANN TEST 
(HECHT-GRADWOHL CONTROL) 


Complete Blood Chemical Analysis 


betes, Gout, Rheumatism) 
Tissue Examinations, 
Vaccines, 

Urine Analysis, 


; sent with each course. 
F CAREFUL, EXACT WORK 
PROMPT REPORTS 


924 Grand Ave., 
St. Louis, Mo. 
R. B. H. GRADWOHL, M.D., Director. 


Doubt 


(Useful in diagnosis of Nephritis, Dia- 


Pasteur Treatment, course of eighteen 
injections by special delivery mail. 
Special 5 c. c. glass syringe and needles 


Write for literature and containers. 


Gradwohl Biological Laboratories 


Universally recognized as 
standar 


Tycos Fever 


Thermometers 
in Tycos Safety Case 
14-minute, $1.75; 1- 
$1.50 and 2-minute, $1.25. 


In plain hard-rubber 
case, 25 cents less. 


Send for booklet “6+ Years 
‘of Thermometer Making. 


Saylor Instrument Companies 
Rochester, N. Y. 
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THE RADIUM INSTITUTE 


1604 Mallers Building, | CHICAGO, 
§9 E. Madison St. ILL. 


Treatment of Malignant and Benign COUNCIL 
Growths with Radium. == 


Post-Operative Prophylactic Radiation. F. A. Besley 


Applicators for all Purposes, including E. C. Dudley 
many of Special Design. A. R. Edwards 
O. T. Freer 
: Dr. M. Herzog 
Dr. Frank E. Simpson L. E. Schmidt 
Director G. F. Suker 


Correspcndence invited regarding cases. 


i 


“Prevalence of Syphilis’’ 


“The Wassermann Reaction is steadily coming into more common use, and its value as a 
routine procedure is being more fully appreciated. A number of reports of such routine exam- 
ination have been made, notably one by Dr. Albert A. Homer (Boston Medical and Surgical Jour- 
nal, Feb. 10, 1916) on 500 cdses at the Massachusetts General Hospital, in which he found that 
17.4 per cent of the patients tested gave a positive reaction.” 


* * * * s * * * * 


“Since February, 1916, blood has been drawn from every one admitted (Boston Marine 
Hospital) and the serum obtained by centrifuging sent to the Hygienic Laboratory at Washing- 
ton, where the test was made. Up to October, 1916, 312 cases were thus tested, and 77, or 24.7 
per cent were positive. Readmissions and faulty specimens have been excluded from this series 
and doubtful reactions have been considered negative.” 


* * * * * * * * : * 
“From the above data it would seem fair to conclude: That the prevalence of syphilis is 
much greater than is shown by the ordinary hospital and medical records, and that by the rou- 
tine use of the Wassermann reaction a large percentage of cases which certainly could not be 


diagnosed without it, will be recognized and properly treated.”—U. S. Pub. Health Service, Re- 
print No. 378, Nov. 24, 1916. 


Information for obtaining specimens and necessary containers furnished gratis. 


‘LABORATORY OF DR. ALLEN H. BUNCE 
823-6 HEALEY BLDG. ATLANTA, GEORGIA 
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WOMEN 


“Certainly our most striking results have been ob- 
tained with a class of patients usually described as 
neurasthenics. Most of them are over 35 years of 
age.’—Curtis F. Burnam, M.D., “The Journal” 
A. M. A., August 31st, 1912, page 698. Similar results 

: have been secured by Adam P. Leighton, Jr., M. D., 
The American Journal of Obstetrics and Diseases of 
Women and Children, November, 1915, page 878. 


“THE STRIKING RESULTS” 


Referred to by Dr. Burnam were obtained 
by the administration of Corpus Luteum of 
1 the SOW, as presented in 


LUTEIN TABLETS—H. W. & D. 
Complete reprints of papers, including numerous other case reports, furnished upon request. 

THE HYNSON, WESTCOTT & DUNNING 

PHARMACEUTICAL LABORATORY 


MARYLAND 


BALTIMORE 


Our advantages make us 
headquarters for the or- 


gano-therapeutic products 


ORY 
Ts Doctors Should Specify 


In a paper on Corpus Luteum in the New York Medical Journal, 


By Pituitary Liquid— Dr. Sajous states: 
“The two most important prerequisites to success in the use of _ 
servatives. 1 c.c. am- the drug appear to be: 

*. poules, boxes of six. “1, The selection of a preparation made exclusively from the 

* corpora lutea of pregnant animals, and 

; Thyrolds— “2. Due attention to the fact that the action of the drug is 

* Standardized. Powder; frequently slow in asserting itself and that the drug should be given 

t Tablets, 2 gr., 1 gr., 1-2 up only when thorough trial has demonstrated its lack of efficiency.” 

. aceglinslelbuse Corpus Luteum (Armour) is made from true substance. The 
ineal Substance— glands are gathered in our abattoirs and we know what we are 
Powder and Tablets, 1-20 using. 
ig os Corpus Lutewm (Armour) is supplied in 2-grain capsules, bottles 

@arathyroids— of 50; 5-grain capsules, bottles of 50; 2-grain tablets, bottles of 

A Powder and Tablets, 1-20 100. 

: ov Specify Armour’s and you will get the best the market affords. 


Pituitary, Anterior— 
Powd d Tablets, 2 
Forder an ARMOUR COMPANY 
@ituitary, Posterior— 
id Powder and Tablets, 1-10 CHICAGO 109 
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JOURNAL OF THE SOUTHERN MEDICAL ASSOCIATION 
PUBLISHED MONTHLY AT BIRMINGHAM, ALABAMA 


Volume X FEBRUARY 1, 1917 


SPECIAL ARTICLE 


THE RELATION OF THE MEDICAL 


Number'2 


as useful citizens, whose labors should 


PROFESSION TO MEDICAL have contributed to its development and 
PREPAREDNESS* riches. Yet the medical service is the one 
service in all armies receives the 

: consideration in time of peace in so far 

BY — rt ccna as preparing against the strain of war is 
Major, Medical Corps, U. 5. A., concerned. I may best illustrate this by 
Washington, D. C. saying that in our own service, after the 


Th h 4 War and the 
e war in Hurope has caused us as zation of the Army in 1901, it require 
nation to think of our future, and to con- seven years of eric ves effort on the part 
sider the question of preparedness against of the Medical Department to obtain 
1S fe) is seven were to obtain proper in- 
more interest in the United States than dorsements, and four years rig ov to 
any other one before the people; for on persuade Congress to pass the necessary 
ultimate analysis preparedness is but the Jaws, 
premium on the life policy of the nation, —_ Until such time as the profession takes 
on the heaith of the Army. in all the dis- will be no true preparedness in so far as 
cussions upon this subject but few voices the Army is psxioniony You may ask 
outside the medical profession have been why? Because the War Department will 
ig phase of the question iS one that 1n peace of such number as to permit the 
_ time of peace creates but little interest, paced officering of the pect at war 
_ yet when war comes it immediately pre- strength; Congress would not grant such 
sents itself; and then and only then is it a demand, nor is a medical service of such 
considered a matter of the most vital im- magnitude necessary. 
portance, since the lack of medical pre- The medical service of the Army is, 
paredness causes armies to melt away nq igs only intended to be, the nucleus 
top disease more rapidly than from bat-  ayoynd which in war an efficient sanitary 
n the past, deaths from disease have ask for and all we can expect. 
upon the human resources Congress has within the lst eight year 
: passed two acts that pave the way for 
amber led and mortal medial preparednes, "The fist was the 
omy ct o pri , 1908,—an Act reorgan- 
= tal preparedness has caused more izing the Medical Corps of the Army and 
e paid in pensions than the entire cost creating the Medical Reserve Corps. This: 


of our last great war; it has returned to jgs¢ is the most far-reachin i 
- g and impor- 
civil life men broken in health and in body tant single piece of legislation affecting 


who should have been saved to the country the medical service of the Army ever | 


*Read before the Southern Medical Associa- passed by Congress. ’ And this, due to 
tion, Tenth Annual Meeting, Atlanta, Ga. Nov. Jack of interest, required a continuous 
13-16, 1916, struggle of four years, from 1904 to 1908, 
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to have it placed upon the statutes, de- 
spite the fact that this legislation was 
recommended by two presidents and three 
secretaries of war. 

The wisdom of this act, in so far as the 
Army is concerned, has been amply dem- 
onstrated. The calling of the National 
Guard into the Federal service by the 
President required a large increase in the 
number of medical officers. Over 500 of- 
ficers of the Reserve responded to the re- 
quest of the Surgeon General for assist- 
ance. Today there are 369 Reserve of- 
ficers on duty with troops in the field and 
on other assignments out of a total of 2,- 
026 officers in the Medical Reserve Corps. 
This speaks well for the patriotism of the 
profession, as a great majority of those 
who accepted service did so at a sacrifice. 

What is the Medical Reserve Corps, and 
what is the future? The Medical Reserve 
Corps, or as it is to be, the Medical Sec- 
tion of the Officers’ Reserve Corps, is a 
body of medical men who have accepted 
commissions from the President in order 
that in time of peace they may, in so far 
as is possible, prepare themselves for 
service in war. 

The Act of June 3, 1916, was the second 
great step toward medical preparedness. 
This act placed the Medical Corps of the 
Army on a definite percentage basis (this 
is seven medical officers per thousand en- 
listed strength of the Army) ; and created 


the Officers’ Reserve Corps of the Army,. 


which in due course will supersede the 
Medical Reserve Corps. 

Although the Medical Reserve Corps is 
not to be abolished by law prior to June 
8, 1917, there is authority to transfer at 
any time the Medical Reserve Corps to 
the Medical Section of the Officers’ Re- 
serve Corps. With this idea in view the 
Surgeon General recently sent a circular 
letter to all Reserve officers, quoting in 
full the law and mentioning several es- 
sential points of difference. These differ- 
ences are as follows: 7 

1. Change in name without change in 
relation to the Surgeon General’s Office. 

2. Commissions are issued for a period 
of five years and in the grades of first 
lieutenant, captain, and major. 

3. Up to the limit of appropriations, 
officers of the Reserve may be ordered to 
attend camps of instructions for fifteen 


days each calendar year. This may be 
interpreted as follows: The Medical De- 
partment will follow the same plan as was 
followed in the case of the Medical Re- 
serve Corps, that is, circularize the Corps 
and send to camps of instruction only 
those who express the desire to go. The 
circular will give the location of the camps 
and the training periods. Officers will be 
requested to select such training period 
as they may desire. Orders will then be 
issued for the period selected. 

4. Officers of the Medical Section of the 
Officers’ Reserve Corps are expected to 
take the Correspondence Course. This is 
desirable, as the course covers in its four 
years the subjects of administration, camp 
hygiene, the duties of a medical officer, 
the customs of the service, and other re- 
quirements with which a medical oflicer 
should be familiar. But for those officers 
who are prominent in the profession, who 
are specialists, as surgeons, internists, 
pathologists, etc., who would in time of 
war be assigned to duty as specialists or 
for duty at base hospitals, the course is 
not essential. But for any officer who is 
to perform field duty it is essential that 
he should complete the four courses pro- 
vided. 

The same applies to field training and 
attendance at the camps of instruction. 
Both the correspondence course and the 
work in camps of instruction are consid- 
ered highly desirable, but are not compul- 
sory. 

5. In time of peace no officer above the 
grade of first lieutenant can be ordered 
into active duty, and no first lieutenant 
can be ordered to active duty without his 
consent. The provision limiting active 
duty to first lieutenants does not apply to 
camps of instruction. In other words, of- 
ficers of any grade may be ordered to 
these camps. 

6. In time of war,-or when war is im- 
minent, that is, when conditions are such 
that it is believed that war can not possi- 
bly be avoided, all officers of the Officers’ 
Reserve Corps are of course subject to the 
call for duty. This is to be expected, as 
each owes his duty and intends to fulfill 
his obligations to the country. 

When called and assignments are made, 
it is the desire of the office to assign of- 
ficers to duty according to their specialty. 
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It can be readily understood that this 
plan can not in all cases be followed, as 
conditions will arise that necessitate the 
assignment to a duty other than the spe- 
cialty in civil life, but we desire to avoid 
as far as possible placing square pegs in 
round holes. 

The Department is desirous that all of- 
ficers of the Medical Reserve Corps trans- 
fer to the Officers’ Reserve Corps, and we 
expect to maintain with the Reserve the 
same cordial relations as have existed in 
the past between the Surgeon General’s 
Office and the officers of the Medical Re- 
serve Corps. The Surgeon General wishes 
me to say that in accepting a commission 
in the Medical Section of the Officers’ 
Reserve Corps you are a medical officer 
of the Army—that you are not only in the 
Medical Department, but that you are 
of it. 

The strength of the Corps is distributed 
as follows: 

On active duty 
Inactive 


In addition, 657 applicants have been ex- 
amined and recommended for commis- 
sion, making a total of 2683. 

This is a pitiably small number for the 
100,000 physicians in the United States. 
What number is required? Twenty-five 
thousand. Why such a large number? 
Because in past wars armies have been 
recruited by the hundred thousands, 
whereas in wars of today armies are re- 
cruited by the millions of men. Statis- 
tics apparently reliable state that the cas- 
ualties in the present European War have 
been above 23,000,000 of men, and this 
for only two years of war. One country 
alone maintains hospitals with more than 
600,000 beds for its sick and wounded. 

In the field, according to tables of or- 
ganization, five medical officers are re- 
quired for each 1,000 of troops. This does 
not take into consideration the medical of- 
ficers necessary for the lines of commun- 
Ieation, the base, and the service in home 
territory. 

For example, what is the number of 
medical officers required for an army of 
200,000 men in the field, with but one base 
and one line of communication? Allow- 
ing but 10 % for sick and wounded—and 


one battle may bring under the care of 
the medical service a greater number of 
wounded alone—you will no doubt be sur- 
prised to know that 2,035 medical officers 
are required, 482 more than is authorized 
for the entire Army under the provisions 
of the Act of June 3, 1916, and this Act 
gave to the Medical Department all that it 
asked for. 

It is the Medical Reserve that in time 
of war will contribute the great bulk of 
medical officers, and it is only by a trained 
Reserve that we can escape a national 
humiliation, and especially the humilia- 
tion of the medical profession. Unless we 
have an adequate and trained Reserve the 
experiences of past wars will be repeated. 
Indifference now in time of peace will 
cause history to repeat itself, and again 
in time of war will we have protests by 
the people because of the lack of prepared- 
ness. Then will we again hear indigna- 


tion and sorrow expressed because of the 
useless waste of life and the unnecessary 
suffering. But this indignation will be 
only after a war has actually begun. 
These protests will be all the more vehe- 


ment because of the guilty knowledge that 
they alone are responsible for the lack of 
preparation for the proper care of the sick 
and wounded. Inefficiency will be charged, 
a scapegoat found, and for the time the 
public conscience will be quieted and the 
people satisfied. Proper preparedness 
will then be provided; but it will be an 
emergency preparedness, expensive in 
money and more expensive in the lives 
that have been uselessly sacrificed. 

Our past history is full of such exam- 
ples. The report of the Sanitary Commis- 
sion of the Civil War and the report of 
the Dodge Commission on the Spanish- 
American War are public documents well 
worth study. 

Lack of a trained sanitary service is 
one of the greatest of handicaps; for an 
army with an untrained sanitary person- 
nel must guard and care for its sick and 
wounded at the front instead of being re- 
lieved of this impedimenta by prompt 
evacuation to the base. This failure 
means interference with that rapidity of 
movement of an army so essential to suc- 
cess; and, in addition, there is the loss 
of lives that should have been saved and 
the suffering that should have been pre- 
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vented. Lack of medical preparedness 
means military absenteeism. This form 
of absenteeism in the Federal Army dur- 
ing the Civil War amounted to over 600,- 
000 men—men who were maintained at a 
heavy cost to the Government, from 
whom the Government received no return, 
and the survivors of whom are today pen- 
sioners on the Government. It means 
criticism at home, discontent of the sol- 
diers, and as a consequence a loss of mor- 
ale, a burden under which no army can 
hope to succeed in war. 


The war in Europe teaches us many 

lessons. One of the most important is 
that although emergency preparedness 
may be an efficient preparedness, it is the 
most expensive preparedness in money, in 
time, and in lives. It teaches us that 
training is the great essential for success 
in military life, and that success is meas- 
ured by the prompt and efficient preform- 
ance of duty. 
_ Some of you Were in the Spanish-Amer- 
ican War and,remember the concentra- 
tion camps. .I wish to bring to your atten- 
tion but one example of the lack of pre- 
paredness in that war and to contrast it 
with one example of preparedness. 


For four months in 1898 a volunteer 
division was camped at Jacksonville, Fla. 
This division with a mean strength of 
10,759 men had 1,729 cases of positive ty- 


phoid fever and 964 cases of fever, prob-. 


ably typhoid, with 248 deaths from this 
one disease and 281 deaths from all other 
illness, a total of 529 deaths from disease 
in four months in a division of less than 
11,000 men; an annual death rate of 147.5 
per 1,000, and for diseases other than 
typhoid the death rate was 78.3 per 1,000 
per annum. Contrast this with the divi- 
sion of the regular Army encamped in 
1911 for the same length of time at San 
Antonio, Tex. This division with a mean 
strength of 12,801 men had one mild case 
of typhoid fever and but eleven deaths 
from all other illness; a death rate of 2.58 
per 1,000 per annum; a rate one-thirtieth 
of the death rate at the Jacksonville camp 
for diseases other than typhoid. These 
camps were in the same latitude for the 
same length of time, and each was sup- 
plied with artesian water. I wish by this 
comparison to illustrate one point, and 
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that is that in Texas the medical officers 
were trained officers. 

That the Medical Department may 
properly and successfully perform its du- 
ties in war, it desires to create a Reserve 
of medical officers ten times the strength 
of the present Reserve Corps. And in 
order that these officers may efficiently 
perform their duties they must be trained 
in time of peace for their duties in war. 


You who are teachers can interest the 
student in the medical service of the Army 
as a career,—for it offers much to the am. 
bitious man, or interest him in the Re- 
serve in order that he may fulfill his duty 
to his profession and to his country. 


I wish to ask you as medical men to do 
your part by teaching the fact that medi- 
cal preparedness is just as essential as 
armed preparedness, and without it, 
armed preparedness will fail, or purchase 
success at a cost of human life out of all 
proportion to that necessary. Let each 
do his full duty by interesting the medi- 
cal student in the Army as a career; and 


‘you who are in the active practice of your 


profession by joining the Reserve and 
studying now, in time of peace, how we 
may play successfully our part in the 
tragedy of war; avoid the mistakes of the 
past; create a medical preparedness that 
means the application of efficiency to the 
conservation of health and life; and co- 
ordinate the life-saving with the life-de- 
stroying branches of the service. By so 
doing we can avoid the humiliating condi- 
tion of the past; avoid failure; avoid a 
forced abandonment of a campaign, as 
was the case in the present war where 
from one small area, from April 25 to 
October 20, 1915, only 175 days, one coun- 
try removed more than 78,000 sick, and 
in the succeeding twenty days removed 
18,000 additional sick from that one area, 
and later withdrew entirely from the field 
of operation. 

Medical preparedness means a CO-Op- 
eration between the medical department 
of the Army and the medical profession, 


‘the union of the two. 


This end can be attained only by build- 
ing up professional and public sentiment, 
by a campaign of education, forcing the 
realization of the very patent fact that an 
efficient medical service is an asset of in- 
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calculable value, not only to the Army, 
but to the country as a whole. 


It has been well said that “Success in 
war is the result of adequate military 
preparation followed by effective military 
operation.” This axiom can not be fol- 
lowed if there is a lack of a competent 
medical service. 


As a nation we have never learned a 
lesson from the bitter school of war. But 
in the light of the present war in Europe 
‘and of our own past experiences, shall we 
be guilty again of entering upon a war 
unprepared to meet the emergencies that 
must necessarily arise? Shall we waste 
lives in war in order that we may save in 
times of peace a few tens of thousands 
of dollars each year? This can be pre- 
vented only by education, by building up 
a sentiment among the people that an ef- 
ficient medical corps is just as necessary 
as an efficient combatant force, and that 
an army without an adequate medica! 
corps is not an efficient army; that medi- 
cal preparedness means efficiency and that 
efficiency must be learned in times of 


peace; that the sanitary personnel must 
be of both the regular service and of the 
Reserve, and in numbers sufficient to per- 


form their duties in war. This education 
can be made fruitful only by the teachings 
of the medical profession, a profession 
whose devotion to humanity is recognized, 
a profession that is unselfish in its serv- 
ice. Mr. Breckenridge, late Assistant Sec- 
retary of War, in speaking of the Army, 
said: “The Medical Corps of an army 
is the great conserving agency of a de- 
structive organization. To wage war suc_ 
cessfully, the greatest amount of destruc- 
tion must be visited upon the armed 
forces of the enemy. For this end is re- 
quired the utmost conservation of health, 
energies and life of the army, and to this 
end the highly trained and specialized 


medical corps is absolutely essential.” An 
army’s duty is to destroy the armed force 
of the enemy. The extent and thorough- 
ness of this destruction in the European 
War was illustrated by Herr Bernstein, 
of the German Reichstag, who recently 
stated in a speech before that body that 
“The number of killed in this war is esti- 
mated at 4,500,000. The number of per- 
manently crippled is estimated at 8,300,- 
000. The number of wounded is estimated 
at 11,000,000,” a total of 23,800,000. The 
accuracy of these figures is not vouched 
for. Personally I believe these estimates 
are high; but we do know that the losses 
are beyond the grasp of the human mind, 
and the end is not in sight. We know that 
the medical profession of Europe is taxed 
beyond its utmost limit; that there are 
not enough medical men for both the civil 
population and the armies in the coun- 
tries now at war; and that the services 
of volunteers from the United States have 
been eagerly accepted. 

Of all the countries of the world, the 
United States is the only one that has a 
medical profession sufficient in number 
to serve in time of war both the civil pop- 
ulation and the army. But the profession 
is unorganized and a war in the near fu- 
ture with a first class power would result 
in a waste of life that organization now 
would prevent. Had the ratio of the pro- 
fession to the population of the countries 
now at war equaled that of the United 
States, many of the estimated 4,500,000 
dead would have been saved; many of the 
8,300,000 cripples would have been made 
whole. 

In a country such as ours, a country 
governed by public opinion, useless waste 
of life in war means failure in a cam- 
paign. On the medical profession rests a 
heavy responsibility, for with the profes- 
sion rests the subject of medical prepared- 
ness. 
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THE ROLE OF FOOD IN THE ETIOL- 
OGY OF CARDIO-VASCULAR- 
RENAL DISEASE* 


By ALLAN EUSTIS, B.S., Ph.B., M.D., 


Professor of Dietetics and Nutritional Dis- 
eases, Graduate School of Medicine, 
Tulane University, 


New Orleans, La. 


In presenting this paper I wish to have 
it clearly understood that I do so, not with 
the idea of claiming that all nephritis is 
due to faulty metabolism, or even that the 
majority of cases have their inception in 
such, but rather, that faulty metabolism 
may produce cardio-vascular-renal disease, 
and to urge a consideration of this factor 
in our therapeutics of this condition. The 
average practitioner is well acquainted 
with the role of lues, the infectious dis- 
eases, and metallic poisons in producing 
the condition, but is prone to neglect die- 
tetic errors as a causative factor. That the 
influence of diet is beginning, however, to 
be more appreciated by the clinician is evi- 
denced by recent publications, most con- 
spicuously one by Bishop!. He writes from 
the experience of a clinician, and while I 
cannot agree with him that the amino acids 
have any etiological influence (I have 
never found any of them toxic in experi- 
mental animals except in large doses), his 
book is welcomed by me on account of its 
consideration of the intermediate meta- 
bolism of proteins in relation to the thera- 
peutics of arteriosclerosis. Bishop’s clin- 
ical experiences coincide with my views of 
the dietetic treatment of these cases pre- 
sented in a paper before this society in 
19112. 

In considering the role of food in the eti- 
ology of cardio-vascular-renal disease one 


*Read in Section on Medicine, Symposium on 
Cardio-Vascular-Renal Disease, Southern Medical 
Association, Tenth Annual Meeting, Atlanta, Ga., 
Nov. 13-16, 1916. 
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is limited to a consideration of the role of 
proteins, as no evidence has ever been pre- 
sented showing that the carbohydrates or 
fats have any influence, and one would 
scarcely expect them to, as their final pro- 
ducts of oxidation are carbon dioxid and’ 
water. This holds true also for water and 
salts. In rare instances of acidosis, how- 
ever, the products of incomplete oxidation 
of fats may have an irritating effect upon 
the renal epithelium, but in even these few 
instances, I believe they are secondary to 
the effects of the incomplete oxidation of 
the protein molecule. The problem, then, 
resolves itself into a consideration of the 
role of proteins in the eiology of cardio- 
vascular-renal disease, and is a question of 
the quality of the food rather than the 
quantity. 

It must be borne in mind that after 
cleavage of the protein molecule in the gas- 
trointestinal tract through the stages of 
albumose, peptone and amino acids, the 
latter are absorbed and are used by the 
body to repair its tissue catabolism. Any 
protein above the needs of the body for re- 
pair, adds just so much more nitrogenous 
waste to the blood, which must be excreted 
by the kidneys. Any organ which is over- 
worked will sooner or later become defec- 
tive in function and the evil effects of an 
overindulgence in protein food is recog- 
nized universally in the therapeutics of 
purely renal conditions. This is often 
overlooked, however, in the dietetics of 
cases in which the cardiac or vascular 
symptoms predominate. To understand 
the possible evil effects of an excessive pro- 
tein diet, one must understand also that 
undigested protein, subjected to the action 
of putrefactive bacteria in the large bowel, 
undergoes cleavage, and simpler products 
are formed, as by the digestive enzymes. 
These latter products are not innocent 
amino acids, but, are highly toxic amins, 
which are detoxicated by the normal liver. 
When they are absorbed in excessive 
amounts, or if the cells of the liver are un- 
able properly to function they find their 
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way into the general circulation and exert 
their toxic influence. 

Several years ago Duval’ called attention 
to the changes similar to beginning athe- 
roma, induced in rabbits by the introduc- 
tion of the toxin from glanders, while 
Thayer’ called attention to the frequency 
with which changes in the heart and blood 
vessels followed typhoid fever. These are 
instances of the effects of proteolytic pois- 
ons and will be referred to later. Some 
writers, notably Bishop', in New York, 
have attempted to explain this toxic action 
of proteins by sensitization. Pearce*, how- 
ever, says, “The weak sensitizing power of 
washed kidney extract is taken as evidence 
that foreign proteins of the kind used are 
not held in the tissues of the kidney, and if 
these results may be applied to nephro- 
toxic proteins, it follows that nephritis is 
not due to selective and persisting fixation 
of a protein by the renal cells but is due to 
the action of such protein merely during 
the process of its elimination.” I am ac- 
customed, from my training, to view the 
whole question of protein sensitization 
from a chemical standpoint, while most 
observers view it solely from a biological 
one. I believe that it is universally agreed 
since the work of Vaughan’ that the toxic 
effects of a foreign protein are due to the 
rapid breaking up of this substance and 
the liberation therefrom of some poisonous 
radicle or radicles. To me it is logical to 
presume that the poisonous radicles will 
exert their influence whether they are 
formed parentally or in the intestinal 
canal, provided they are absorbed un- 
changed. 

Many attempts have been made to isolate 
and identify the poisonous group of atoms, 
but as yet no incontrovertible evidence has 
been offered to convict any one particular 
substance. It is more than likely that 
many such groups will in time be isolated 
and identified. That paraoxyphenlyethyla- 
min and isoamylamin, derivatives of tyro- 
sin and leucin respectively, are capable of 
markedly raising arterial blood pressure 
has been conclusively proven. These amins 
have never been isolated from the circu- 
lating blood in cases of arterial hyperten- 
sion, and therefore our opinions must still 
be based upon empirical grounds. Croftan’ 
experimenting on ten rabbits with daily 
injections of 1 c. c. of slightly alkaline so- 


lutions of xanthin and hypoxanthin was 
able to demonstrate changes in the arteries 
analogous to those seen in retention ne- 
phritis. All experimental work in this line 
on rabbits, however, has been questioned 
since Miles and Johnstone’, as well as 
Pearce’, called attention to the spontan- 
eous arterial degeneration to be found in 
some rabbits at autopsy. 

However, clinical experience often pre- 
cedes laboratory findings in solving medi- 
cal questions and is often the best ghide to 
a rational therapy, but neither should be 
disregarded altogether. Bouchard”, Metch- 
nikoff', Combe”, and others, including the 
writer’, have for many years urged a con- 
sideration of the influence of intestinal 
putrefaction, but the clinicians have been 
slow to accept these views, and it is amaz- 
ing to me how seldom a routine examina- 
tion of the urine for indican is made in the 
management of most cases of cardio-vas- 
cular-renal disease. That the profession is 
at last beginning to realize that intestinal 
putrefaction may at times be a causative 
factor is evidenced by the replies obtained 
by Bishop! from some of our leading in- 
ternists regarding the question of the 
probable etiology of arteriosclerosis. Dr. 
Robert H. Babcock", of Chicago, writes, 
“These changes, in my experience, are met 
with most frequently in persons of rather 
sedentary habits who suffer from intes- 
tinal intoxication, whether conscious 
thereof or not.” Dr. S. Solis Cohen", of 
Philadelphia, states, “The marked patho- 
logical hardening I look upon as the result 
of infection or intoxication of one or an- 
other kind, frequently intoxication with 
food poisons, even in those who abstain 
from alcohol and nicotin, and who have 
not become infected with lues, etc.” How- 
ever, the majority in replying do not men- 
tion intestinal putrefaction as even a pos- 
sible cause, and while the evidence to be 
submitted herewith is not absolute, it is so 
strongly presumptive that it cannot be dis- 
regarded, and will tend to stimulate fur- 
ther research along lines of metabolism. 


Numerous attempts have been made to 
isolate and indentify the products of in- 
testinal putrefaction in the blood without 
success. The differentiation of the volatile 
amins and ammonia is extremely difficult 
and they are present in such minute quan- 
tities in the blood, that as yet our technique 
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has not allowed us to identify them. The 
volatile amins, I have found, pass over 
quantitatively in a Folin apparatus, and 
ever since I determined this five years ago, 
I have felt that a large proportion of the 
nitrogen in the blood of the portal vein 
which has been estimated as ammonia, is 
in reality existant as putrefactive amins. 
In consequence, my experimental work on 
the influence of intestinal putrefaction has 
been limited to the injection of pure amins, 
and of extracts of human feces. Results 
of this work carried on in 1911 have ap- 
peared elsewhere'®, but the effects noted 
upon the kidneys may be of interest. Eight 
rabbits which had received non-lethal in- 
jections of sterile extracts of human feces 
over a period of two months developed al- 
buminuria and typical diffuse nephritis. 
The protocols of these experiments were 
lost and have never been published, but 
during the past summer I have been able 
to repeat the experiments. 

Two important facts had early been es- 
tablished: (a) That the human stool varies 
greatly in its toxicity, the most toxic being 
obtained from.cases of achylia gastrica 
and from fetid diarrhea; (b) That heating 
the stool, in drying, above 45°C. markedly 
lessens its toxicity. 

Stools, therefore, from a case of achylia 
gastrica were dried down in flat dishes in 
a specially constructed chamber through 
which a strong current of air was con- 
stantly forced by means of a rotary blower 
and the temperature maintained at 40°C. 
Liquid stools required as long as seventy- 
two hours continuous drying. The dried 
stool was pulverized in a mortar and 
weighed quantities of the powdered stool 
taken for the extract. A ten per cent. sus- 
pension was made in salt solution, stirred 
for thirty minutes to allow thorough solu- 
tion and then filtered through a Berkfeld 
filter into sterile Erlenmeyer flasks. The 
toxicity of the extract was determined on 
guinea pigs before injecting the rabbits 
and non-lethal doses, 0.5 to 2 ¢. ¢. given 
subcutaneously, as it was found that intra- 
venous administration was usually prompt- 
ly fatal. The injections were given daily 
except when an animal was drowsy and 
refused food, when the injection was post- 
poned until complete recovery from the 
previous injection. Animals dying in the 
first two weeks showed little, if any, lesions 
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in the kidneys and their arteries were not 
examined, but the eight rabbits killed at 
the end of two months showed marked 
diminution in the cortical substance of the 
kidney while they had shown an albuminu- 
ria for ten days or two weeks previously. 


The kidneys removed from a rabbit treat-. 


ed similarly during the past summer, were 
examined by Dr. J. A. Lanford, Patholo- 
gist to Touro Infirmary, who reported as 
follows: “The cortex shows marked de- 
generative changes, being practically ne- 
crotic; the outline of the glomeruli and 
convoluted tubules remain, but the nuclei 
are absent and the microscopic picture is 
that of a granular pink-staining mass 
showing the outline of the cells but no nu- 
clear material. Edema and congestion are 
quite marked. The structures of the med- 
ullary substance are unchanged either in 
their outline or component cells.” 

Realizing that these experiments are 
open to criticism they are offered only as 
presumptive evidence that intestinal putre- 
faction may be,a causative factor in the 
production of cardio-vascular-renal dis- 
ease, in the hope that some laboratory 
worker will become interested in the 
problem. 

My clinical experience with cases of car- 
dio-vascular-renal disease is even more 
convincing to me and I have collected a 
number of cases which will form the basis 
of a subsequent paper. These, I have 
classed as cases of toxic albuminuria, the 
toxic material coming from the intestinal 
canal and the condition clearing up 
promptly after overcoming the attendant 
intestinal toxemia. These cases have never 
had lues, or the infectious diseases and 
usually run a high phenolsulphonephtha- 
lein test. Among them are many cases of 
bacillary dysentery, the kidney complica- 
tions of which have been noted by Savage”, 
when he was in charge of. the dysentery 
hospital at El Tor, in 1911. Bacillary dys- 
entery is associated with the strongest in- 


‘dicanuria of any cases coming under my 


observation and the coincidence of the two 
is very striking, and again attracts atten- 
tion to the influence of intestinal toxins. 

I have time and again experimented up- 
on patients with nephritis and have found 
that on a diet of even 125 gms. of protein 
with a negative indicanuria they would be 
albumin free, but on one with a protein 
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content as low as 50 gms. they would 
promptly show a heavy albuminuria, if the 
latter was associated with a heavy indican 
reaction. Moreover, patients who have be- 
come albumin free and whose ’phthalein 
reading has been as high as 50, after being 
allowed to run a heavy indican reaction for 
a week, have shown a ’phthalein reading 
of 20 to 30, which would rise slowly to the 
high level after a month or two of close 
observation of the intestinal canal. 

It is in cases of arterial hypertension 
without demonstrable renal lesions that 
the influence of intestinal toxemia is most 
marked. Many such cases come to the in- 
ternist on account of their rejection by life 
insurance companies who now require the 
routine taking of blood pressure. Some 
patients have come under my observation 
who had‘formerly been rejected for insur- 
ance on account of blood pressure as high 
as 220. I have paid attention solely to the 
intestinal toxemia found, with the result 
that they have ‘since been granted large 
amounts of insurance, in one instance, one 
hundred thousand dollars, the blood pres- 
sure remaining constantly in normal limits 
and the vertigo and headaches having dis- 
appeared. It was such cases as these that 
were reported to you in 1911, and of the 
ones reported then in detail only one has 
died, the others enjoying good health up to 
the present. The progress of this fatal 
case is most interesting and shows the in- 
fluence of mental strain upon patients suf- 
fering from cardio-vascular-renal disease. 


The history was given in detail at that 
time as follows: 


“Case 3.—Mr. N. E., white male, cotton factor, 
aged 58. At first examination blood pressure was 
260. No palpable hardening of arteries. Head- 
aches and vertigo for two years at frequent in- 
tervals. Severe nose bleed one year previously, 
with relief of symptoms. Heart normal and only 
moderately hypertrophfed. Mental condition im- 
. paired and inability to speak correct words. at 
time of first examination. Urine normal except 
for great excess of indican. Blood pressure re- 
duced to 140 by low nitrogenous diet, abundance 
of water, moderate exercise, catharsis and three 
doses daily of sodium nitrite.” The patient re- 
mained in excellent health with blood pressure 
140 to 160 for thirteen months after condition 
quoted above and the nitrite was discontinued 
after a few weeks. Later he met with business 
reverses and worried to such an extent that he 
was unable to sleep. His blood pressure re- 
mained high in spite of the absence of indican 
and the administration of large doses of sodium 
nitrite. His heart began to dilate with subse- 


quent albuminuria and he died two years later 
from edema of the lungs on account of dilatation 
of the right heart. He had never had any infec- 
tious disease, nor lues, and the only causative 
factor to be found was an intestinal toxemia ex- 
tending over many years. It is impossible to 
state positively, but it is very suggestive, in view 
of the cases I have seen, that the constant action 
of the intestinal poisons had produced a myocard- 
itis, with the result that the heart muscle was 
unable to stand the strain of hypertension 


brought on by mental anxiety. 


The question of the influence of alcohol 
has not been dealt with, since it must be 
considered as a drug rather than a food. 
This holds true also for tea and coffee, 
which owe any deleterious effects they may 
have to the presence of caffeine, while they 
are often of distinct benefit in the treat- 
ment of certain types of cardio-vascular- 
renal disease. 

SUMMARY 

In closing it is with regret that I find it 
impossible to draw any definite conclusions 
regarding the role of food in the etiology 
of cardio-vascular-renal disease, but 
would prefer to summarize as follows: 

1. In cases of cardio-vascular-renal dis- 
ease intestinal toxemia may contribute to 
the severity of the symptoms and should 
be considered in the management of all 
cases. 

2. The stools of man vary in degree of 
toxicity. 

8. Extracts of human feces when in- 
jected into rabbits may produce changes in 
the kidney analagous to those found in 
cardio-vascular-renal disease in man. 

4. Excessive protein food, irrespective 
of intestinal toxemia, overworks the kid- 
neys and is at least a predisposing cause of 
cardio-vascular-renal disease. 
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SYPHILIS AS A FACTOR IN THE 
PRODUCTION OF CARDIO-VAS- 
CULAR-RENAL DISEASE* 


By DouUGLAS VANDERHooF, A.M., M.D., 
Professor of Medicine, Medical College 
of Virginia, 

Richmond, Va. 


It is only in very recent years that we 
have awakened to the extraordinary prev- 
alence of syphilis, and it is now becoming 
evident that the pale spirochete of Schau- 
dinn rivals the acid-fast bacillus of Koch 
as a factor in the morbidity and mortality 
of civilized life. 

A brief review of the published reports 
relating to the incidence of syphilis is 
nothing short of appalling. At the Peter 
Bent Brigham Hospital, in Boston, 15 % 
positive reactions were noted in making 
4,000 Wassermann tests.! At Bellevue 
Hospital, in New York, the Wassermann 
reaction has yielded strongly positive re- 
sults in over 25 % of the enormous num- 


*Read in Section on Medicine, Symposium on 
Cardio-Vascular-Renal Disease, Southern Medical 
Association, Tenth Annual Meeting, Atlanta, Ga., 
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ber. of serums examined.? At the Johns 
Hopkins Hospital, in Baltimore, an analy- 
sis of 2,376 admissions to the medical 
service showed 8.8 % of the whites and 
37.6 % of the colored to have positive re- 
actions in the blood serum.3 In Richmond, 
among 2,449 patients, including white 
and colored, from the out-patient and in- 
patient clinics of the Medical College of 
Virginia, 44 % showed complete fixation, 
with an additional 12 % giving partial or 
incomplete reactions. In the psycho- 
pathic clinic of this college 42 % of incor- 
rigible or backward school children show 
positive Wassermann tests.4 From Bir- 
mingham comes the report of 18.8 % pos- 
itive Wassermann reactions in 300 con- 
secutive tests of private patients.’ Finally, 
from the Medical Department of the Uni- 
versity of Texas, at Galveston, appears a 
carefully analyzed report® showing that 
the incidence of syphilis among appar- 
ently healthy Negro adults in that com- 
munity varies from 25 to 30 %, while in 
sick Negroes in the medical wards the in- 
cidence is from 40 to 50 %. That the in- 
fection is largely acquired is evident by 
a much smaller occurrence in Negro chil- 
dren under the age of puberty, only 9.5 %. 
This report further shows that the fre- 
quency of syphilis among the white peo- 
ple of the same social class as the Negroes 
is about the same as among the Negroes. 
In the better class of white people admit- 
ted to the medical wards, the incidence of 
infection averages about 20 %, while in 
the best class,—healthy young students,— 
it is almost nil. 

It may be truly said that the subject of 
visceral syphilis is in evolution. The ear- 
lier pathological studies are incomplete, 
and at first sight it is difficult to reconcile 
with the serological findings the recent 
report from Bellevue Hospital, showing 
only 6.5 % of syphilitic Iesions in 4,880 
necropsies performed during the past ten 
vears.” The great difficulty of recogniz- 
ing syphilitic lesions post-mortem has 
been emphasized, and evidently overcome, 
by Warthin,? who has found evidence of 
active syphilis on microscopic examina- 
tion ‘in one-third of the adult cases com- 


ing to autopsy in the pathological service - 


of the University of Michigan. 
In his practical article on “The Four 
Common Types of Heart Disease,” Cabot? 
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finds, in an analysis of six hundred cases 
of hospital patients with failing hearts, 
that 12 % are due to syphilis. He also 
states that a more searching study might 
result in transferring some cases from 
the arteriosclerotic group to the syphilitic 
group. 

Most unfortunately, there are no defi- 
nite pathognomonic signs or symptoms of 
syphilitic involvement of the heart proper. 
The diagnosis must rest, in most instances, 
upon the discovery of a cardiac lesion 
which is not otherwise accounted for, and 
a positive response to the Wassermann 
reaction. If, however, we carefully con- 
sider the more recent pathological studies 
of the heart in syphilis and then recall 
the marked incidence of syphilis in gen- 
eral, we are at once forced to conclude that 
the proportion of heart disease due to 
syphilis is much greater than we are so 
far able to recognize on clinical grounds. 

In a systematic anatomic study of the 
heart and aorta in fifty consecutive au- 
topsies in cases of syphilis, Brooks" con- 


cludes that 66 % of his luetic cases, in- | 


cluding both intelligently treated and in. 
completely treated patients, die as the re- 
sult of or with serious circulatory disease 
apparently of specific origin. In this se- 
ries of fifty cases the myocardium was 
found diseased to a serious degree in forty- 
four instances, and true cardiac gumma 
was present in five cases. In thirty-five 
instances disease of the coronary arteries 
was present to a relatively greater degree 
than the general arterial changes, includ- 
ing five striking cases seen in individuals 
under thirty years of age. This author 
mentions two cases where autopsy showed 
an aneurism of the aortic arch within six 
months after the initial lesion; also a case 
where death occurred before the second- 
ary rash appeared, due to a minute per- 
foration of the wall of the aorta just above 
the ring, associated with an acute arteri- 
tis and peri-arteritis throughout the myo- 
cardium. Three of his fifty cases showed 
cardiac aneurisms. 

Warthin’s experience," based upon the 
examination of two hundred hearts from 
syphilitics (50 congenital cases and 150 
cases in which the disease was acquired), 
leads him to believe that syphilis, both 
congenital and acquired, is the most im- 
portant etiological factor in the produc- 
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tion of cardiac disease, both myocardial 
and endocardial. He finds that the cardiac 
localization of the spirochete is more 
common than the hepatic, and that the 
organism may be found in great numbers 
in the heart when no others can be found 
elsewhere in the body. 

In a second detailed report’ of forty-one 
autopsy cases that showed active syphilis 
upon microscopical examination, Warthin 
demonstrated specific lesions in the heart 
in thirty-six and in the aorta in thirty- 
two. It is of special significance that in 
these forty-one cases the existence of 
syphilis was denied or unsuspected in 
twenty-five, clinically cured in eleven, and 
clinically active in only five. 

The predilection of syphilis for the vas- 
cular system is noted almost from the in- 
ception of the disease in the involvement 
of the cutaneous vessels at the point of 
inoculation. Here the pathological proc- 
ess consists of an endarteritis, and later 
a panarteritis with a characteristic in- 
flammatory infiltration. Excepting the 
macule, all the lesions succeeding the chan- 
cre show a marked affection of the vessels, 
especially those of the late secondary and 
tertiary stage. 

Syphilitic arteritis involves especially 
the aorta, the cerebral, pulmonary, sub- 
clavian, femoral and popliteal arteries. 
The most important vascular lesion of 
syphilis is undoubtedly the specific in- 
flammatory disease of the aorta. The 
demonstration of the spirochete in the 
aortic wall in both acquired and congen- 
ital syphilis and a positive Wassermann 
reaction in nearly 80 % of the cases defi- 
nitely places aortitis in the category of 
active syphilis. 

Fordyce,!? quoting Lenz, states that in 
the larger cities 25 % of all syphilitics die 
from aortitis (angina pectoris, aortic in- 
sufficiency, aneurism) as against 3 or 4 % 
from paresis, 1 to 2% from tabes, and . 
10 % from all other syphilitic affections, 
as of the brain, liver, etc. The infection 
of the aorta probably takes place during 
the secondary stage, but, with few excep- 
tions, the process usually remains latent 
or unrecognized for an average of sixteen 
or seventeen years. With the develop- 
ment of symptoms in syphilitic aortitis 
the disease runs a rapid course and death 
ensues in two or three years. In many 
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instances this can be attributed to exten- 
sion of the process to the aortic orifice 
with its resulting sclerosis and deformity 
of the aortic valves. 

The early symptoms and signs of syph- 
ilitic aortitis, in addition to a positive 
Wassermann reaction, are precordial 
pain, slight dyspnea, attacks of paroxys- 
mal dyspnea and angina pectoris, cardiac 
hypertrophy, increased pulsation of the 
vessels of the neck and the physical and 
Roentgenographic signs of dilation of the 
aorta (Longcope*’). Later in the dis- 
ease the condition is generally made ap- 
parent by the signs due to aneurism or 
sclerotic aortic valvulitis. 

Even in untreated or neglected syphi- 
lis, involvement of the aorta is a late 
event. It would be presumed that treat- 
ment is a highly important factor in the 
prevention of syphilitic aortitis. Many 
writers, however, have emphasized the 
relentless nature of the affection. Sym- 
mers'* records a case coming to autopsy 
in which the patient, himself a physician, 
had been under intelligent anti-syphilitic 
treatment for. three years and yet the 
aorta presented numbers of sacculated 
aneurisms and was an exquisite example 
of syphilitic aortitis from commencement 
to bifurcation. This author’s statistics 
demonstrate that syphilitic aortitis is a 
lesion of comparative youth, nearly three- 
fourths of his cases occurring between 
the ages of thirty and fifty years. They 
also show that 30% of these cases de- 
Velop aneurism, 15 % dilatation of the 
first portion of the aorta, and that 30 %, 
result in sclerosis and retraction of the 
aortic valves. 

Syphilitic disease of the innominate, 
carotid and subclavian arteries may be 
attended by symptoms simulating inter- 
mittent claudication of the lower extrem- 
ities, together with weakness, radiating 
pains and sensory disturbances. Periodic 
or continuous headache, often with ver- 
tigo, is said to accompany involvement 
of the left carotid artery. When the cor- 
onary arteries are the seat of the disease, 
the attacks are anginal in character. Of 
270 cases of angina pectoris collected by 
a" 26.5 % gave evidence of syphi- 
is. 

The relation of syphilis to arterial hy- 
pertension has been emphasized by a few 
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writers, but especially by Stoll..° Subse- 
quent studies very promptly showed that 
conclusions based upon the luetin test 
were fallacious in as much as this intra- 
dermal reaction is almost invariably ob- 
tained in any individual, whether syphi- 
litic or not, if potassium iodid is admin- 
istered before, during or shortly after 
the test is applied.” 

Among the 4,000 cases submitted to a 
Wassermann test by Walker and Haller,! 
there were 120 cases of chronic nephritis 
with hypertension, and of these only seven 
gave a positive reaction. Very recently 
Janeway* has made a special study of the 
possible influence of syphilis in the causa- 
tion of hypertension. In 320 patients the 
incidence of the Wassermann reaction 
was less than for all patients in both white 
and colored series. In uncomplicated 
hypertension cases only 0.9% of the 
whites and 16.6% of the colored gave 
positive findings in the blood serum. 
Yhese figures lend no support to the view 
that family hypertensive cardio-vascular 


disease is familial cardio-vascular syphi- 


lis. 

The attempt has been made to identify 
certain cases of parenchymatous nephritis 
with syphilis of the kidney, but the evi- 
dence is for the most part indirect and in- 
conclusive. 

In passing may be mentioned the report 
of Stengel and Austin’* who, basing their 
work upon the investigations of Munk, 
call attention to the peculiar relation be- 
tween nephritis in syphilitics and the 
presence in the urine of peculiar doubly 
refractile lipoids. 

In conclusion, time permits of just a 
few words dealing with treatment. It 
must be emphasized that the clinical evi- 
dence of cardio-vascular syphilis is al- 
most always a late manifestation of the 
infection. In spite of the isolated cures 
and the occasional brilliant recovery of 
the syphilitic cardiopath on specific treat- 
ment, the disease too often pursues a re- 
lentless course to the fatal termination. 
Such being the case, physicians must ap- 
preciate the serious responsibility of the 
treatment of early syphilis in the wisest 
manner possible. As Fordyce’ says, it 
can not be emphasized too frequently or 
too energetically that the fate of the syph- 
ilitic individual depends largely upon the 
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early diagnosis of his infection and the 
intensity with which his treatment is 
carried out in the first six months. It 
seems superfluous to insist that the secre- 
tion of all venereal sores should be 
searched for the spirochaeta pallida. In 
this way a positive diagnosis can be made 
before the Wassermann reaction becomes 
positive or any secondary symptoms ap- 
pear. The great advantage of early treat- 
ment in all cases of syphilis and conse- 
quently the more favorable prognosis are 
too obvious for discussion. 
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A SIMPLIFIED TECHNIC IN THE AP- 
PLICATION OF SCHICK’S REAC- 
TION FOR TESTING IMMUN- - 
ITY TO DIPHTHERIA* 


By WILLIAM LITTERER, A.M., Ph.C., M.D., 
Professor of Bacteriology, Vanderbilt 
Medical College, 

Nashville, Tenn. 


Schick, in 1913, working in Von Pir- 
quet’s Clinic, in Vienna, described a skin 
test by means of which the presence or 
absence of antitoxin in the blood of tested 
Individuals could be determined. From 
data already collected it is evident that 
this test, either in the present form or 
some subsequent modification, will be- 
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come part of the routine of clinical medi- 
cine. 

The test presents three main uses. The 
first one is in testing persons for natural 
presence of antitoxin, particularly when 
they have been exposed to infection; sec- 
ondly, in determining the degree of im- 
munity obtained following injections of 
antitoxins; and, lastly, in aiding in detect- 
ing the carrier state. 

The test depends upon the reaction of 
nonimmunes to an injection of diphtheria 
toxin, the amount of which is a one-fiftieth 
minimum lethal dose for a 250-gram 
guinea pig. The toxin is a direct irritant 
to the skin if there is little or no antitoxin 
circulating in the blood to neutralize the 
toxin injected. 

It has been determined that if an indi- 
vidual should have more than 1-30 of a 
unit of antitoxin in 1 c. c. of blood serum, 
then that person is immune to the Klebs- 
Loeffier bacillus. In other words, the test 
consists of a definite amount of toxin of 
such a strength that a negative reaction 
would be obtained if the blood serum con- 
tained as much as 1-30 of a unit of anti- 
toxin. 

From the result of the studies of Schick, 
Park, Kolmer, Mashage, and many others, 
they found that many individuals, without 
ever having shown symptoms of a diph- 
theritic infection, already possess anti- 
bodies. The age plays a great part re- 
garding susceptibility. In the new-born 
about 80 % contain a sufficient amount of 
antitoxin in their blood to be immune. 
The greatest period of susceptibility to 
the disease is from the end of the first to 


_the end of the fifth year, during which 


time from 50 to 60 % of the children con- 
tain a sufficient amount of antitoxin in 
their blood to be rendered insusceptible to 
diphtheritic infection. After this period 
the percentage gradually rises until among 
adults about 90 % will be found to be im- 
mune. The reason that so high a per cent. 
of grown people possess an immunity is 
explained by the fact that they have al- 
ready had the disease, or had mild, un- 
recognized attacks, producing immunity, 
or being subjected for periods of time. to 
the continued action of the Klebs-Loeffler 
bacillus without having actually developed 
the disease. This latter explanation is es- 
pecially borne out in the cases of doctors 
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and nurses in infectious disease hospitals, 
in which practically all of them are im- 
mune. In some the amount of antitoxin 
present is exceedingly high; as much as 
10 units per cubic centimeter, and even 
higher than this, have been recorded. Or- 
dinarily a blood containing 1-30 of a unit 
of antitoxin to the c. c. of blood is consid- 
ered immune. But this does not hold in 
case the organisms are of exceptionally 
high virulence, in which case infection 
might take place with a production of a 
usually mild infection. This will prob- 
ably explain the recurrence of diphtheria 
among persons ordinarily insusceptible to 
it during certain very severe epidemics. 

In children who are taken sick with 
diphtheria there are no protective bodies 
in the blood, or not in sufficient quantities, 
and these are found to give the positive 
test. Diphtheria carriers, as a rule, give 
negative reactions. Some of these indi- 
viduals are found to contain large amounts 
of antitoxin in the blood. 

It is interesting to note that not only do 
certain individuals vary greatly in their 
reaction to the Schick test, but that groups 
of persons forming families vary as 
groups. Park has called attention to a cu- 
rious fact in relation to children of the 
same family. If the youngest child in the 
family is negative, it will be found that 
the reaction will be negative in all of the 
other children; if any react positively, 
they are all apt to give the same reaction; 
while if there are any variations, the older 
children will be found negative, while the 
younger children will be found positive. 

Park also called attention to the fact 
that children suffering With scarlet fever 
are highly susceptible to diphtheria. He 
found that scarlet fever reduces the re- 
sistance to diphtheria as shown by the 
fact that a much higher per cent. would 
give a positive reaction; and, further- 
more, were an antitoxin to be given to a 
scarlet fever case, the total destruction of 
said antitoxin would take place in 10 % of 
all cases in ten days’ time. 

The test may be used for determining 
the length of time for which immunity 
persists after the injection of a dose of 
antitoxin. It has been found that the anti- 
toxin begins to disappear from the blood 
after the lapse of ten days, and that it 
has practically all disappeared after four 
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weeks’ time. Individuals who have had 
the disease do not necessarily carry anti- 
toxin in their blood even one month after 
recovery, as shown by the tests made at 
the Williard Parker Hospital, in which 
eight cases had had the disease about 
four months prior to the test; only one 
gave a negative reaction, while the other 
seven were positive to the Schick test. 


Moffett and Conrad have called atten- 
tion to another use of the test, that is, to 
differentiate between doubtful membranes 
of the throat. In cases in which there is 
a membrane and also a positive Schick re- 
action, it can be assumed that the disease 
is diphtheria; but if the Schick reaction 
is negative, the membrane will probably 
be found to be due to some other organ- 
ism. 

The test has its greatest usefulness in 
combatting severe diphtheria epidemics, 
The measures most commonly employed in 
the fight against such epidemics are 
throat and nose swabs, quarantining or 
isolation, as the case may be, of those from 
whose throats cultures of diphtheria bacilli 
are obtained. It is, therefore, plain that 
such methods are unsatisfactory. They do 
not at all meet the exigency of the occa- 
sion. Schick’s test, however, answers all 
the requirements in that it points out all 
those individuals who are susceptible, who 
do not have sufficient natural immunity, 


‘and these may be then given a prophylac- 


tic dose of antitoxin. In this case it makes 
no difference if the individuals exposed 
can not be isolated, and it saves the ex- 
pense of injecting all, as a good number 
will have natural immunity enough to pro- 
tect them. 


PRESERVATION OF THE TOXIN 


It is a well known fact that the diph- 
theria toxin is exceedingly prone to de- 
terioration even in its native state. The 
ordinary refrigerator is not sufficiently 
cold to answer the purpose unless the toxin 
be placed on ice, which is not generally 
done. Many drug stores have no refrige- 
rators. Hence the toxin is subjected to 
the ordinary room temperature. Such a 
temperature will speedily cause disinte- 
gration of the product. In performing 
the Schick test it is therefore imperative 
that the toxin should be of a definite and 
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exact strength. Any deterioration of the 
same would render the test fallacious. 
An effort has been made by the author 
to preserve a toxin so that it can be ren- 
dered stable within a reasonable time when 
subjected to ordinary room temperature. 
Many experiments which will be given in 
another paper were made by adding vari- 
ous chemicals to the toxin, but most of 
them either destroyed the potency or ob- 
scured the true reaction of the test when 
the extracutaneous injection was made. 
The chemicals were therefore abandoned. 
Dessication of the toxin was next taken up 
with the result that it proved satisfactory. 
Covering the toxin in its native state with 
toluol or sterile liquid albolene is also 
quite satisfactory. Experiments showed 
that the dried toxin in a vacuum were ap- 
parently the most stable. The next best 
and perhaps the most practical was the 
dried toxin to which was added two cubic 
centimeters of albolene or toluol. The 
vial into which the toxin was placed was 
previously heated to drive off the moisture 
and allowed to cool to 60° C. Then the 
dried toxin was introduced with the albo- 
lene or toluol; the rubber stopper was ap- 
plied; and the whole was immersed in 
cold water. This latter method renders 
the toxin quite stable for six weeks at 
room temperature (60 to 70° F.). It is 
stable for more than eight months at 48° 
F., which is the temperature at which all 
authorities advise it should be kept. 


AUTHOR’S TECHNIC 


This method of applying the test is one 
which requires no special technic that is 
not easily acquired by any physician. The 
necessary articles are a 1-c. c. hypodermic 
syringe graduated in tenths, a No. 26 or 
27 gauge needle, sterile normal salt solu- 
tion, and the diphtheria toxin prepared ac- 
cording to the method as outlined above. 
The toxin is diluted in the salt solution 
according to the strength as determined 
by laboratory tests. The amount of the 
solution should be so made that approxi- 
mately 0.2 c. c. will be the amount, as it 
makes a good sized bleb. 

The modified outfit for diluting the 
toxin to the proper strength consists of 
only two vials. One vial contains the 
Physiological salt solution and the other 
one contains the diphtheria toxin. All the 


physician has to do is to pour the salt so- 
lution into the vial and shake it. Two- 
tenths (2/10) of ac. c. of this solution is 
the proper dose for the test. This can be 
drawn up with a l1-c.c. hypo. graduated 
in tenths, carrying a 26 or 27 gauge 
needle. 

The injection should be made into the 
skin (intradermal) and not subcutane- 
ously. This is easily accomplished if a 
small bit of the skin is held tightly be- 
tween the thumb and forefinger of one 
hand and the barrel of the syringe in the 
other is held lower than the needle point. 
The reaction, if positive, is shown by an 
area of inflammation varying in extent 
from 2 to 5 cm. (2-5 to 1 inch) in diame- 
ter. It is more intense in the center and 
lasts for about ten to fourteen days, when 
it gradually disappears, leaving a brown 
desquamating surface. Those giving such 
reaction, are susceptible to diphtheria 
while those who do not, have a natural 
immunity which is adequate to protect 
them. 


PSEUDOREACTION 


Park and others have described a few 
cases which give what they call a “pseudo- 
reaction,” which is characterized by a less 
sharply circumscribed lesion, which comes 
on earlier and disappears in from twenty- 
four to forty-eight hours, leaving a slightly 
pigmented spot, which does not scale. 
These reactions have been thought to be 
due to a local anaphylaxis due to the pro- 
tein content in the bouillon medium. 

The time at which the reaction is to be 
read is a matter of considerable interest. 
When time permits, it is better to read 
the reactions after forty-eight hours than 
after twenty-four hours, although in the 
presence of exposure to diphtheria it may 
be advisable and necessary to inspect the 
reactions and immunize non-immune or 
positively reacting persons at the end of 
twenty-four hours. In these questionable 
cases it is always better to give the pa- 
tient the benefit of the doubt if he has been 
exposed to diphtheria and immunize him 
at once if the reaction is present. The 
proportion of individuals giving these 
pseudoreactions is so small that the giving 
of antitoxin to them would not seem to 
present any obstacle to the application of 
the tests. 
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CONCLUSIONS 

1. It is evident that a simplified technic 
for the application of Schick’s test is 
needed for the average practitioner. 

2. By the employment of the technic 
as outlined it is believed that it can be 
acquired by almost any physician. 

8. The preservation of the toxin is an 
all-important feature of the test, since a 
deteriorated toxin will give fallacious re- 
sults. 

4. Schick’s test is of inestimable value 
in the following conditions: 

(a) By this test we now have a means 
of quelling diphtheria epidemics which is 
practical, efficient and available to any 
physician. 

(b) It will obviate the necessity of giv- 
ing antitoxin to about 50% of persons 
coming in contact with diphtheria infec- 
tion, thereby lessening the great yearly 
expenditure for unnecessary antitoxin. 

(c) It shows a striking similarity in 
reaction in families and indicates that im- 
munity is a family condition. This saves 
a great number of persons the injection of 
serum, with its discomfort, sensitization, 


and expense. 


DISCUSSION 


Dr. J. E. Paullin, Jr., Atlanta, Ga.—Dr. Litterer 
has made a very useful and a very valuable con- 
tribution toward the determination of individual 


susceptibility to diphtheritic infection by preparing k 


the diphtheritic toxin in such a way that its 
strength will remain constant, the dosage is accu- 
rate, and the solution easy to prepare. As he has 
well said the only objection to Shick’s test is the 
rapid deterioration of the diphtheritic toxin when 
it is not kept under certain conditions. The condi- 
tions necessary to keep the toxin from deteriora- 
tion are such that make it difficult for the prac- 
titioner in small towns to make use of this most 
valuable test. By employing the dried toxin after 
the manner as outlined by Dr. Litterer, this great- 
est and practically only factor which in times past 
has made Shick’s test questionable in many in- 
stances, has been overcome. All authorities well 
agree that for determining the individual suscepti- 
bility of those exposed to diphtheritic inféction, 
Shick’s test is of the greatest value. 

In schools, in orphan asylums, in the children’s 
ward of large hospitals, by making use of this test 
it is a very easy matter to determine beforehand 
the children who will contract diphtheria in the 
event exposure occurs. In the majority of large 
hospitals this test is a routine procedure before 
the child is admitted to the regular children’s 
ward. In an epidemic in an institution it is pos- 
sible to tell among those who have been exposed 
to the infection within twenty-four to forty-eight 
hours whether or not all are susceptible of con- 
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tracting the disease. In former times we had to 
rely upon the making of cultures from all throats 
of those exposed, or to wait the development of the 
disease in those exposed, or give the exposed chil- 
dren prophylactic doses of diphtheritic antitoxin, 
The taking of cultures in a large number of 
throats is not an accurate procedure, and in the 
event of exposure the infection might develop in 
the nose before it does in the throat, and as few 
cultures are ever made from the nose the disease 
might in this way escape recognition. The pro- 
cedure is still further at a disadvantage in the 
smaller towns where there are no immediate lab- 
oratory facilities for the detection of this disease, 
—in such an instance a culture is made and sent 
to the nearest laboratory, and in about four days 
the physician receives a report at the time that 
particular culture was made from the child’s 
throat, without knowing what has occurred in the 
throat in the three days intervening between the 
time of the cultures and the receipt of the report. 

Again I would say that the contribution is most 
useful in that Dr. Litterer puts in the hands of 
the general practitioner the means of ‘accurately 
diagnosing susceptibility that he has not as yet 
had. 

Dr. L. W. Elias, Asheville, N. C.—This is a 
subject in which Iam extremely interested, and one 
so important that it would be unfortunate if we 
allowed the impression to go out that this test 
is as simple as the essayist would have us be- 
lieve. He spoke of the test as being so simple 
that’ Any one could interpret the findings with 
accuracy and without making any mistakes. 
Probably this’is taking too optimistic a view of 
the subject. Having had the test made on my- 
self by Dr. Zingher, of New York, and he being 
unable to tell whether there was a positive or a 
pseudopositive reaction, makes me believe that 
we can not always interpret the findings cor- 
rectly. This is to be remembered simply in the 
interest of accuray. 

When I mentioned the subject to Dr. Place, in 
Boston, he showed me two reactions on his arm 
and asked whether I would call them positive or 
negative. They looked positive to me; he thought 
they were positive, too. “But,” he said, “I am ex- 
posed 3,500 times a year and never take diphthe- 
ria. Is there any significance to it?” He 
thought not and turned it down. Further inves- 
tigations, however, have proved the great accu- 
ray of the test; in spite of the fact that there 
are occasional pseudoreacticns that the best men 
can not interpret, which fact should be remem: 
bered merely to check our conclusions. 

One other point with reference to the making 
of the solution. I tested an entire family and 
every one was as negative as could be. How- 
ever, in a week’s time one child had a virulent 
attack of diphtheria, both clinically and by lab- 
oratory findings, the only case I ever saw where 
the glands suppurated. In this case my 
take was in diluting the toxin with a salt solu 
tion that was very hot. 

We get more accurate results by remembering 
the source of possible errors. And the test is 
capable of such usefulness that it should be em- 
ployed as frequently and carefully as possible 
till we are able to give our patients the fullest 
benefit from it. 
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Dr. Allen H. Bunce, Atlanta, Georgia.—I would 
like to mention an experience in the Agnes Scott 
College. About two months ago three or four girls 
developed diphtheria. They had a positive culture 
as shown by the State Board of Health. Shortly 
thereafter three or four more girls developed pos- 
itive cultures and the resident physician (Dr. 
Sweet) decided to do the Schick test on the mem- 
bers of the faculty and the students. So she pro- 
ceeded to do the test on members of the faculty 
with the result that about ninety per cent. of the 
adults showed a positive reaction, whereas ordi- 
narily we would suppose that ninety per cent. of 
adults would be insusceptible to diphtheria. Dr. 
Claude Smith, City Bacteriologist, and I were 
called to the Agnes Scott College to see some of 
these cases and to discuss what should be done. 
In view of the fact that about ninety per cent. of 
the adults gave a positive reaction, whereas ordi- 
narily we would suppose, at least, that percentage 
should be negative, we decided the best thing to 
do was not to give antitoxin except to those cases 
showing clinical diphtheria. Ordinarily, in taking 
cultures, where we have an epidemic, we have a 
group of positive cultures in clinically negative 
cases. 

In West Point, Georgia, near Alabama, about 
two months ago I had occasion to examine school 
children. We examined 400 school children and 
found 75 positive. We did not do the Schick test. 
Why? For the simple reason that in our experi- 
ence we found such a large percentage of the posi- 
tives that we did not deem it advisable to give 
antitoxin except in clinical diphtheria, or to those 
who had been exposed to severe cases. We found 
a great number of children were positive, carrying 
diphtheritic bacilli in their throats without having 
clinical diphtheria in the ordinary sense of the 
term. In other words, we thought it best merely to 
isolate these cases and watch them without giving 
antitoxin and without performing the Shick test, 
as the experience we have had determined the fact 
clearly, that in a given epidemic, of diphtheria in 
a community, where the people come in close con- 
tact with each other, as in schools, the best thing 
to do is to isolate the cases having clinical diph- 
theria, give them antitoxin where they show 
— symptoms, and not give antitoxin other- 

se. 

If you follow the Schick test you give antitoxin 
to nearly ninety per cent. of adults where there is 
no evidence of the disease, and where they will 
not develop the disease. Where we have clinical 
diphtheria, let us give antitoxin whether or not we 
have a positive culture the first time since fre- 
quently we may have to make two or three cul- 
tures before we get a positive. Isolate the posi- 
tive cases, give them antitoxin when indicated, 
and also isolate the carriers so far as you cau. 


Dr. Wm. Litterer, Nashville, Tenn. (closing).— 


‘I appreciate very much this free discussion. I will 


first take up the remarks made by Dr. Bunce. I 
may say at the outset, that no other laboratory 
worker, or clinician, has ever obtained any such 
results as ninety per cent. of positives in adults, 
a8 obtained by Dr. Bunce. The reverse is the in- 
variable rule. This great discrepancy is undoubt- 
edly due to faulty technic, caused by too much of 
the diphetheria toxin being employed in the 


Schick’s test. A positive Schick’s may be obtained 
in any one if you get more than one-fiftieth of the 
minimum lethal dose. 

Last year we had an epidemic at the Orphar 
Asylum, the disease having occurred in one wing 
of the department with about 100 individuals. We 
found that seven persons had already developed 
the disease. We simply made the Schick test and 
did not quarantine a single patient. We gave anti- 
toxin to about fifteen which were the number that 
gave a positive Schick’s test. The others were 
negative and no anti-toxin given. The cases of 
diphtheria were right there with healthy individ- 
uals that gave a negative reaction. Not a single 
case developed diphtheria. The epidemic was 
quickly quelled. In the Willard Parker Hospital 
of New York, they employ the same method as 
‘outlined, with phenomenal success. Thousands of 
tests have been made with uniform results. The 
very high positives results obtained by Dr. Bunce 
cannot be attributed to any other factor than that 
of some fault in technic. 

With reference to the pseudoreaction referred 
to by Dr. Elias, will say that, I have fully discussed 
that phase of the subject in my paper. I take the 
position that if there is any possibility of a reac- 
tion, true or false, we should give diphtheria anti- 
toxin. There is undoubtedly a pseudoreaction as 
shown by Dr. Park, but those reactions are com- 
paratively rare. Concerning the question of sta- 
bility of the, toxin after dilution, that a deteriora- 
tion will take place in about twelve hours. It 
should be given just as soon as possible or cer- 
tainly within a few hours after dilution is made. 


ARTIFICIAL PNEUMO-THORAX 
A PLEA FOR PARTIAL COM- 
PRESSION* 


By C. M. HENDRICKS, M.D., 
El Paso, Texas. 


The possibilities of artificial pneumo- 
thorax are wonderful. Each year as the 
accumulated experiences of the many who 
are applying this measure are taken into 
account and our knowledge becomes more 
and more enriched thereby, it is to 
be hoped that artificial pneumothorax 
will survive as an every-day resort 
in pulmonary surgery long after its 
use in pulmonary tuberculosis will have 
been superseded by an early cure. This 
procedure is not now confined merely 
to the treatment of tuberculous lungs. 
Duval!, of France, extracts projectiles 
from the lungs of wounded soldiers by 
first producing total pneumo-thorax. He 


*Read in Section on Medicine, Symposium on 
Tuberculosis, Southern Medical Association, Tenth 
Annual Meeting, Atlanta, Ga., Nov. 13-16, 1916. 
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then palpates the lung, locates the foreign 
body, makes an incision into the lobe in 
which the foreign body is located, removes 
the foreign body, sutures the wounded 
lobe, closes the chest cavity, and later re- 
moves the intrapleural air by puncture. 
This operation has been done upon more 
than twenty patients with only one death. 
The patients are up and about a week 
after the operation and are discharged 
from the hospital at the end of two weeks. 
H. Ebert?, of Germany, attributes a hun- 
dred recoveries from gunshot wounds of 
the lungs to his treatment and manage- 
ment of all such cases by inducing artificial 
pneumo-thorax, in this way ridding the 
lung of secretions, controlling the bleeding 
and preventing adhesions. We will see 
then that this procedure is coming into its 
own in the treatment of congestion, hemor- 
rhage and trauma of the lung, as well as 
tuberculous infection. 

The object of this paper is to bring out 
the point which seems to the author as 
wholly rational after a study of his own 
cases and conclusions arrived at by the 
study of the experiences of others. We 
must consider rest the prime factor in 
achieving results. Rest,—by that we mean 
complete rest,—to the lung or any other 
part, is necessary in order to make head- 
way in arresting the progress of tubercu- 
lous infection. It isa simple matter to ap- 
ply a splint to a joint and absolutely limit 
motion at that point; quite another thing 
to obtain complete rest on the part of a 
lung. We must consider that this organ 
expands and contracts about twelve thous- 
and times every twenty-four hours during 
life. In order absolutely to limit its activi- 
ties it would seem necessary to obtain a 
complete collapse of the lung and maintain 
it over a period of months. This has been 
the aim of every operator since the pro- 
cedure was first introduced by Forlanini. 

Since this is a surgical procedure, it 
should be viewed from a surgical stand- 
point. We men who are most interested in 
applying artificial pneumo-thorax are med- 
ical men. That no doubt has been a handi- 
cap in affording us unbiased judgment as 
to the best technique in applying pneumo- 
thorax in such manner as to be most bene- 
ficial to the patient. Is it necessary to de- 
stroy the whole lung function as well as 
virtually to destroy the lung itself in order 
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to arrest the disease within it? The mod- 
ern thing in surgery is to preserve life and 
limb both, and if possible to restore func- 
tions. 

All of you who have had occasion to ex- 
amine a lung at post mortem that has been 
in a state of complete collapse over a period 
of six months or more, can hardly conceive 
that such a lung could ever perform its 
normal function or even return to a sem- 
blance of its normal state. We need only 
refer to the pathology of such lungs as is 
set down by Forlanini, Saugman, War- 
necke, Kistler and others. They have found 
the following: “When collapse has been 
complete the lung is a firm mass lying 
close to the spinal column. Histologically 
the following conditions are found: First, 
the most striking change is an extreme 
fibrous tissue formation. This has been 
noted in every instance and occurs to a de- 
gree never observed under other condi- 
tions. Bronchi and alveoli are compress- 
ed, and the scattered alveoli imbedded in 
the connective tissue give the organ the 
appearance of a gland. The overgrowth 
of connective tissue is more marked in the 
situation where compression has been com- 
plete, than in portions of the lung that 
have been prevented from collapsing by 
adhesions. Secondly, the epithelium of the 
alveoli has been transformed and become 
cuboidal or columnal in type. They con- 
clude that the tendency to dense fibrous 
tissue proliferation is due almost entirely 


- to the altered circulatory conditions in the 


lung.” 

Evidence goes to show from the vast ex- 
perience now accumulated that a complete- 
ly collapsed lung, even over a very short 
period of time, does not resume its normal 
function entirely. Brodie and MacKenzie’ 
recently showed, by measuring the residual 
air and dead spaces, employing both the 
CO, method and the hydrogen method and 
also the volume of the circulation through 
the lung using Krough’s nitrous oxid for 
the purpose, that patients recovered from 
traumatic pnuemo-thorax presented a very 
considerable limitation of function on the 
injured side. 

In the face of the facts already tabu- 
lated, we will therefore take it for granted 
for the most part that a completely col- 
lapsed lung, over a long period of time, 
will be of little further use to the patient. 
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Many will say that it is better to have no 
lung than to have it actively tuberculous. 
On that we will all agree, but there may 
come a time, and quite often it does come, 
when after a lung has been completely col- 
lapsed, greatly to our satisfaction and ap- 
parently to the patient’s welfare, suddenly 
the other lung lights up and becomes pro- 
gressive. In such a case there would seem 
no other way than again to resort to pneu- 
mo-thorax, in which case it could only be 
administered with great care and small 
advantage to the patient. After the com- 
plete obliteration of the opposite lung, 
complete collapse of the remaining one, 
you will quite agree, is out of the question. 
Early in our experience we had occa- 
sion to apply pneumo-thorax in a case of 
excessive recurrent hemoptosis. The op- 
eration was done while the patient was 
bleeding. One hundred cubic centimeters 
were introduced and the hemorrhage 
stopped immediately. On account of the 
critical condition of the patient, no attempt 
was made to introduce more at that sitting. 
This made quite an impression and we re- 
marked at the time upon so slight a pres- 
sure’s having stopped the bleeding. The 
result in this case was permanent and the 
patient is alive and well after many 
months. On account of this experience we 
have always noted in subsequent cases that 
100 to 200 c.c. are all that have been re- 
quired to control hemorrhages. Dr. Foster, 
of Colorado Springs, recently assured me 
that his experience had been the same. 


We also noted in our early experiences 
that the majority of our complete collapses 
were later followed by pleural effusions; 
and these in turn were followed, in not a 
few instances, by considerable deformity, 
and later by acute activity in the opposite 
lung. Pleural effusions worried us a great 
deal at first. Later, however, we came to 
feel that they were almost to be welcomed 
rather than to be feared, as they did the 
work of splinting the lung and saved the 
patients many refills. I feel now, how- 
ever, that we should do all we can to pre- 
vent the occurrence of excessive effusions, 
as the bringing on of another pathological 
condition, trusting to it to care for the pri- 
mary lesion, would seem to be a very un- 
Scientific way of assisting the patient and 
excusing the accident. 

We must know that the great benefit de- 
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rived from the induction of artificial pneu- 
mo-thorax is not due alone to immobilizing 
the lung. True this is a prime factor, but 
we should not overlook the fact that we 
produce at the same time a passive venous 
hyperemia, which is of great value in rais- 
ing the resistence of the tissues to infec- 
tion by the tubercle bacilli. This venous 
hyperemia is markedly reduced when the 
lung is in complete collapse as Burns has 
conclusively shown that the amount of 
blood in a collapsed lung has decreased a 
few hours after pneumo-thorax has formed 
and becomes less and less as collapse pro- 
ceeds. It is not the mere compression of 
the lung that arrests the clinical phe- 
nomena of phthisis, such as fever, night 
sweats, etc. This is brought about by im- 
peding the flow of lymph from the lung 
which automatically prevents the absorp- 
tion of toxic material in such large quanti- 
ties from the diseased tissue. 

Having recognized these things, after 
measuring our own experience and severe- 
ly criticising all literature on the subject, 
we determined to try to obtain the same 
results by partial compression that we had 
obtained, and that others have obtained by 
complete collapse. We find that the clinical 
symptoms disappear in most cases as read- 
ily in partial collapses as in complete col- 
lapses. We find that the patient’s general 
condition improves in turn just as readily. 
We also find that the sputum is reduced 
just as surely but not so quickly. I have 
cited the results in hemorrhage cases by 
the use of light compression. We also note 
that by partial compression we greatly 
limit the activity of the lung, thereby pro- 
ducing more than an appreciable immobil- 
ization without rendering that lung unfit 
for the performance of its function at a 
future time. 

The disadvantages of partial collapse are 
few. They are as follows: 

First. Refills are necessarily more often. 

Second. These patients must be studied 
and examined very closely, both by physi- 
cal examination and the fluoroscope in or- 
der to determine the time for refills. 

Third. The frequency of the refills re- 
quires only that one be careful of his tech- 
nique, as the more often the pleura is en- 
tered, the more liability there is to infec- 
tion, air embolism and pleural shock. Air 
embolism and pleural shock scarcely need 
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be taken into account, because air embol- 
ism will not occur if the air is not turned 
on until the oscillations of the manomoter 
so indicate. Pleural shock is prevented by 
local anesthesia. The only thing left then 
is infection; and here again we medical 
men doing this operation must become 
modern surgeons in the strictest sense of 
the word. 

I will quite agree that there are cases 
where nothing less than complete collapse 
will suffice. Fortunately, however, since 
we have resorted to partial collapse, we 
have encountered no such cases. 

The advantages of this method are: 

First. The results are the same clinic- 
ally. 

Second. Partial collapse may be used 
alternately in either lung or at the same 
time in both lungs, if the case so demands. 

Third. There is less tendency to pleural 
effusions. 

Fourth. There is very little strain 
thrown upon the right heart. 

Fifth. There is no disturbance of the 
mediastinum. 

Sixth. There is less danger of spontan- 
eous pneumo-thorax. 

Seventh. There is less danger of ruptur- 
ing an abscess into the pleural cavity. 

Eighth. When the disease is arrested we 
have the unaffected portion of the lung 
performing its function. 

For the reasons already set forth as well 
as the highly satisfactory clinical results 
obtained, we can see no reason for other 
than partial collapse of the lung except in 
extreme cases. 


REPORT OF THE COMMITTEE ON 
UNIFORMITY IN THE WASSER- 
MANN REACTION* 


At the request of the members attend- 
ing the Section on Medicine at the Dallas 
meeting of the Southern Medical Associa- 
tion, the Chairman, Dr. K. H. Beall, ap- 
pointed a committee for the purpose of 
recommending a technique to be used in 
performing the Wassermann test which 
would give uniferm results. The follow- 


*Read in Section on Medicine, Southern Med- 
ical Association, Tenth Annual Meeting, Atlanta, 
Ga., Nov. 13-16, 1916. 
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ing members of the Association were 
named as members of this committee: 

Dr. Albert Keidel, 

Dr. Lloyd Thompson, 

Dr. J. A. Lanford, 

Dr. H. L. McNeil, 

Dr. William Litterer, and 

Dr. Chas. Watterston. 


Dr. Keidel, after a lapse of several 
months, resigned. Drs. Thompson and 
Lanford failed to attend the meetings of 
the committee and therefore automatically 
became inactive. 

The first meeting of this committee was 
held in Nashville, Tenn., on July 1, 1916. 
Various methods of procedure were dis- 
cussed. At the suggestion of Dr. Litterer 
it was decided to exchange sera for the 
purpose of noting any variation in the re- 
sult of our work, and Dr. McNeil at the 
same time proposed that we proceed grad- 
ually to the uniform test so that we could 
learn from experience the exact amount 
of variation and the causes thereof. 

Our work was to be divided into three 
series, the first of which would consist of 


fifty or more sera, each worker to use 


his own technique and his own antigen. 
The second was to consist of fifty or 
more sera to be examined with a uni- 
form technique, but with an antigen 
which was to be the product of each indi- 
vidual laboratory. 
Series three would consist of fifty or 


-more sera to be examined by means of 


a uniform technique and a uniform anti- 
gen. 

Dr. McNeil was to use in his examina- 
tion a human hemoivtic system. Dr. 
Litterer and Dr. Watterston were to use 
the sheep hemolytic system, and an alco- 
holic extract was used as an antigen. 

Coincidentally each laboratory employed 
the same antigen, that is as to name, but 
in each instance they were prepared ac- 
cording to an individual formula. 

The antigen designated as “Antigen-A” 
on the accompanying charts is an acetone 
insoluble lipoid, and the antigen desig- 
nated as “Antigen-B,” is fortified with a 
certain amount of cholesterin; but with 
the exception of the antigens in_ series 
three they are, as was said in another part 
of this paper, the product of each indi- 
vidual worker. 

For a uniform technique to be used in 
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series two and three the sheep hemolytic 
system was selected with definite units 
of quantity and volume, and the watery 
extracts and alcoholic extracts of syphi- 
litic tissue used as antigen were replaced 
by the acetone insoluble lipoid designated 
in the accompanying chart as “Antigen-A” 
and the cholesterin fortified antigen 
made from. human heart which is desig- 
nated as “Antigen-B.” 

All sera were prepared for shipment 
by placing them in sterile tubes and 
inactivating. The cerebro-spinal fluid 
was not inactivated, but was shipped and 
examined without the process of inactiva- 
tion. 

Serum sent to Dr. McNeil, who is lo- 
cated at Galveston, Tex., and the serum 
sent by him to the other members of the 
committee were necessarily on the road 
two days, which possibly caused some 
change in their reacting power. In fact, 
several batches were entirely discarded, 
being too anti-complimentary for exam- 
ination. 

In this connection we wish to impress 
upon every one performing the Wasser- 


INDIVIOVAL TECHNIQUE - ANTIGEN. 
Series / - / 70227 


Warterston Litterer 


M$ Neil 


lil 


mann test the necessity of controls of the 
patient’s serum and the antigen, for an 
anti-complementary serum is frequently 
found, especially if the blood or serum is 
sent a long distance by mail. 

It will be seen from Charts I and II that 
the first series consisted of fifty-four sera 
and that while there is apparently con- 
siderable variation in results, the mem- 
bers of the committee agree as to the posi- 
tive or negative results in 74% of all 
cases and that one or more reports read 
contradictory to the others in 26 % of all 
cases. 

This is about the usual result when ex- 
aminations are conducted under condi- 
tions such as these. 

A slight variation in our résults exists 
in nine and twenty-five one hundredths 
per cent. of the sera examined; but 
this is really a factor of lesser importance, 
for the main question is, whether a given 
serum is positive or negative. In the es- 
timation of the members of this commit- 
tee it would be better to report a given 
serum as positive or negative, for although 
it is rare to find a serum which will change 
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from positive to negative or from nega- 
tive to positive without an underlying 
cause, in a great many instances a given 
serum will at one time react strongly posi- 
tive while at another time the reaction 
will not be so intense. In reaching a con- 
clusion as to the degree of fixation, it 
would be best to make an examination 
every third day until three tests are made 
and reach a conclusion from the whole, 
just as we count a great many more cells 
than necessary in making a differential 
blood count or in estimating the number 
of leucocytes in a paiient’s blood. We 
may be perfectly satisfied after the first 
count that a leucocytosis exists, but if a 
count is made immediately afterward by 
the same or another investigator, a varia- 
tion will be found. The result is esti- 
mated from an average taken from the 
whole. The same conditions should exist 
with the Wassermann reaction, for sera 
that are persistently positive will vary 
somewhat. 

Series two shows considerable improve- 
ment over series one. All the members 
with the exception of Dr. Watterston 
were using a technique with which they 
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were unfamiliar. We mention this, for we 
feel that it had some bearing upon the re- 
sult. It must also be remembered that in 
this series each worker was using a dif- 
ferent antigen. 

Contradictory findings were noted in 
seven sera, and, as there were fifty 
sera in the series, our reports were con- 
tradictory in 14 % of ali cases. This is a 
reduction of 12 % in contradictory find- 
ings. The reduction is probably due to 
the fact that the members of the commit- 
lee were using a uniform technique. A 
variation in results of 18 % occurred in 
this series, but as explained in an earlier 
part of this paper, the results will un- 
doubtedly vary as to intensity at all times 
unless several examinations are made and 
an average taken from the whole. 


We are, unfortunately, due to lack of. 


time, able to report ‘but a few sera in 
series three. Positives and negatives, 
however, agree in every instance in these 
few cases examined. It is impossible to 
draw any conclusions from this small se- 
ries. 

The members of this committee at- 
tribute the great variation in the results 
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obtained with the Wassermann reaction to 
four factors: 

First, wide variation in the technique 
and the reagents employed. 

Secondly, failure to standardize all re- 
agents before each test. 

Thirdly, lack of controls of patient’s 
serum and antigen in each and every test. 

Fourthly, irregularities in the charac- 
ter and preparation of the antigens em- 
ployed. 

In other papers read by the Chairman 
of this committee, attention was called to 
the irregularities in technique, lack cf 
controls and failure to standardize re- 
agents, but the members of this commit- 
tee have instructed him to call particular 
attention to the fact thai there is no anti- 
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gen which can consciecitiously be called a 
standard antigen. Every antigen in use 
at the present time consists of a mixture 
of various substances which may or may 
not have antigenic power, and this can 
not be determined previous to a titration, 
even though said antigen is prepared in 
the same manner as other antigens which 
manifest antigenic powers. Furthermore, 
this antigenic power may manifest itself 
in a given antigen with a dozen or more 
positive sera and then fail absolutely 
with one serum which is consistently pos- 
itive with other antigens. 

Two of the most consistent antigens 
were used by the members of this com- 
mittee in an effort to obtain uniform re- 
sults when used in conjunction with a 
uniform technique. These antigens were 
designated as “Antigen-A,” which con- 
sisted of the acetone-insoluble lipoid of 
Noguchi, and “Antigen-B,” the choles- 


terin-fortified made from fresh human 
heart. 
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These antigens will be referred to by 
Dr. Litterer, but I wish to say again be- 
fore leaving this subject that until there 
is a standard antigen the results will nec- 
essarily vary to a certain extent in the 
Wassermann test. We can overcome the 
tendency of the technicians to individual- 
ize their technique, but we can not at the 
present time present an antigen to these 
men which will act consistently at all 
times and with all sera. 

In concluding this report we wish to 
say, first, that a uniform technique and 
an antigen derived from a common source 
will reduce greatly the number of contra- 
dictory reports in the Wassermann reac- 
tion; secondly, unless several examina- 
tions are made of the serum of the same 
individual at intervals and a conclusion 
be drawn from the whole as to the degree 
of “positiveness” the results will vary 
somewhat, for the intensity of the reac- 
tion seems to vary over a period of time; 
and thirdly, a perfect result depends upon 
the discovery of a perfect antigen. 


WILLIAM LITTERER, M.D., 

H. L. McNEIL, M. D., 

LoyYD THOMPSON, M. D., 

CHAS. WATTERSTON, M.D., 
Chairman. 


DISCUSSION 


Dr. William Litterer, Nashville, Tenn.—It is to 
be noticed by the charts that our greatest dis- 
crepancy is the result of using different reagents 
and different technique. We are thoroughly con- 
vinced that our reagents must be standardized, 
especially the antigens. We are not ready as 
yet to insist upon a standard technique, but simply 
advise that some recognized technic be used. 
Our results are better by using standard tech- 
nique and standard reagents. It will be neces 
sary that we continue our investigations before 
we can decide definitely concerning the advis- 
ability of adopting a standard technique. Cer- 
tainly a standard technique, using standard re- 
agents would be the ideal one. The greatest er- 
ror lies in the antigens. One antigen may com- 
bine with a syphilitic serum while it may fail 
with a different leutic serum. A good antigen 
should be tried out on many positive serums to 
test its antigenic powers. A standard antigen is 
imperative. I should think that some biologic 
house could manufacture a standard antigen on 
a large scale and séll it very reasonably. We 
favor using several antigens. In our series we 
have used two, viz: the acetone insoluble and 
cholesterin fortified. We are running in the 
Vanderbilt Laboratory parallel tests using differ- 
ent systems, and using the same antigens. As 
a result of our work we believe that the system 
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is not really in fault. It is the antigen in most 
instances. Out of over 400 examinations made 
by different techniques using identical reagents, 
there was a marked discrepancy of about four, 
making an error of 1%. This error might have 
been due to the individual making the test. No 
human being is always infallible, especially in 
performing such a tedious technique as the Was- 
sermann test. Recognizing the fact that no tech- 
nician is infallible, we strongly urge that another 
test be made, particularly if said reaction does 
not coincide with the clinical diagnosis. Even a 
third or fourth test is advised in especially 
doubtful cases. 

Concerning the reading of the Wassermann 
test, there is an individual error that will account 
for many so-called discrepancies in the test. Or- 
dinarily the test is read one, two, three or four 
plus, depending upon the absence of hemolysis. 
We found that no two laboratory workers would 
read the tests identically. The error would be 
usually a difference of one plus, sometimes two 
plus and even three plus was recorded by one in- 
dividual. My assistants and I have read over four 
hundred Wassermanns independently and find 
this error just mentioned existing. This discrep- 
ancy could be obviated by using a standard color 
scale and matching them similar to a hemoglobino- 
meter scale. 


Dr. H. L. MeNeil, Galveston, Tex.—I think Dr. 
Watterston and Dr. Litterer have said it all. 
However, I will say that at the University of 
Texas we have used the Noguchi method, the 
one system as a reagent standard for our tests, 
and we have welcomed this opportunity of com- 
paring these tests with competent men elsewhere, 
and the results have been interesting and have 
been pretty much what we expected from this 
work. We all agree that the antigen is one of 
the chief factors in variation. The various anti- 
gens made by different individuals, coming from 
different sources, have a vast influence upon the 
variations in the Wassermann reaction as done 
by different observers. From our work we have 
demonstrated to our own satisfaction that not 
only the antigen but also the system itself, that 
is, the human system, and the sheep system, us- 
ing the same antigen will give a certain number 
of variations. We have been particularly inter- 
ested in several of our cases which we have been 
able to follow which showed such variations. 
One case .in particular was one of syphilis 
treated late and the man had undoubtedly tabes. 
This case, by our technique, on repeated exam- 
inations was persistently negative. However, we 
noted the variation as obtained by the two other 
members of the committee, namely, strong posi- 
tives. Four pluses were studied with our tech- 
nique again and we obtained the same reactions. 
Then we tried the sheep system which we used 
as a control and it showed exactly the same 
findings that Dr. Litterer and Dr. Watterston ob- 
tained, demonstrating there was a difference in 
the hemolytic system rather than in the antigen 
which caused this particular variation, so that 
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the antigen factor is not an unimportant one, 
because in all of this series that has been the 
only case. About one out of a hundred shows 
such a variation from that particular source. It 
is an important source of error. The explana- 
tion for such variations in the various systems 
is undoubtedly the fact that the human being 
possesses so-called hemolysins for various kinds 
of blood. The same applies to the sheep system. 
The human being may have so-called natural 
sheep hemolysis, giving inactive Wassermann 
by the sheep system and a positive by the hu- 
man system, regardless of whether you take the 
human or sheep factor into the variation. The 
committee points to the desirability of having a 
standard, not certainly one we can not enforce, 
but it points to the fact undoubtedly that a 
standard should be recommended. 

This work has been extremely interesting and 
instructive to me, particularly the privilege of 
working with these men on such a new subject 
which had not been attempted officially previ- 


ously. 

Dr. Loyd Thompson, Hot Springs, Ark.—The 
work done by this committee is intensely inter- 
esting, and as far as they have gone, the work 
has been done exceedingly well. A point I want 
to emphasize is that the Wassermann test can 
not be taken as the only symptom of syphilis; it 
must be considered as one symptom of syphilis, 
and no matter who makes the test, if it does not 
correspond with the clinical findings, it should 
be done over. 

In regard to a standard antigen, I think that is 
most desirable, but I do not see how it is going 
to be possible to have an antigen made in a cen- 
tral laboratory and be distributed to different 
workers over the country at a charge that will 


correspond at all to what they can make it for. 


themselves. If you buy antigen from any of the 
biologic houses you pay a dollar a c. c. for it. 
For a dollar you can make two or three hundred 
ec. c. of antigen, and if a standard method for 
making it is adopted, it should be made by each 


_individual worker. 


Another point which should be emphasized is 
the fact that the clinician should have a working 
knowledge of the Wassermann test himself. He 
should not leave it all to the laboratory man, 
because if he does not have a working knowl- 
edge of the Wassermann test he is more or less 
handicapped. I do not mean that he should be 
able to perform the test, because a great many 
clinicians can not do that; but, at any rate, he 
should understand the principles. 

Dr. M. L. Graves, Galveston, Tex.—Inasmuch as 
this committee report, according to their own 
statement, is incomplete, and has required a 
great deal of time and very laborious work, it 
seems to me desirable that the committee should 
be continued until the work is complete. There- 
fore, I move that we express our appreciation of 
this work and that the committee be continu 
for another year. 

Seconded and carried. 
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AUTHORS’ ABSTRACTS 
Medicine 


Paratyphoid Infections. Jay D. Whitman, Wash- 
ington, D. C., The Military Surgeon, November, 
1916, p. 491. 


Paratyphoid infections have been frequently 
encountered in the present European war. It is 
believed to be one of the principal causes of 
“trench diarrhea.” Infection occurs nearly al- 
ways through fecal contamination of food or 
drink. Carriers are common. 

Two clinical types of the disease may be de- 
scribed, namely, the diarrheal and the bacteremic. 
The former is clinically a simple catarrhal gas- 
tro-enteritis. 

The organism is found in the stool. A recent 
outbreak due to the “B” organism was observed 
by the writer in a community of 137 men, all 
of whom had recently been vaccinated against 
typhoid fever. Fifty-three were suddenly taken 
ill with moderate fever, diarrhea, abdominal pain, 
vomiting and headache. 

The illness was of an average duration of three 
to four days. The “B” organism was found in 
the stools of nine out of twelve cases examined. 
Agglutinations were also positive. The method 
of infection could not be determined, but was 
probably due to contaminated food. 

The second type of the disease clinically re- 
sembles a mild case of typhoid fever and un- 
doubtedly the majority of cases are so diagnosed. 
Several cases of pericarditis, myocarditis and en- 
docarditis have been described. Paratyphoid “A” 
is likely to produce symptoms resembling those 
of enteric fever, while the “B” organism fre- 
quently causes a condition of septicemia with a 
tendency to complications in the bones, glands 
and heart at times. In preventing paratyphoid 
infections, the anti-typhoid vaccine alone does 
not seem _ sufficient. Paratyphoid organisms 
should be added to make the vaccine potent. 


Experimental Endocarditis: Its Production with 
Streptococcus Viridans of Low Virulence. H. 
K. Detweiler and W. L. Robinson, Toronto, 
Ont., the Journal of the A. M. A., December, 
1916, p. 1653. 


Experiments have been carried on with a view 
to determining the pathogenicity and virulence 
ot the strains of streptococcus viridans isolated 
from the blood in cases of endocarditis less se- 
vere than the type commonly called subacute 
bacterial endocarditis, and in many cases milder 
even than those commoniy recognized as simple 
endocarditis. These orgauisms produced in the 
rabbit with unexpected regularity, any degree of 
endocarditis from hemorrhage into the endo- 
cardium or muscle, to enormous vegetations on 
valves and mural endocardium. The degree 
Seemed to depend upon the length of time the 
rabbit was allowed to live after inoculation. All 
inoculations were intravenous, and large doses 
were required..to produce any effect. 

In some instances, lesions were found in other 
organs and tissues, but there was no doubt as to 
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the preference of the organisms for the heart, 
both endocardium and myocardium, 


Following this work, cultures of. streptococcus 
viridans were obtained from the tonsils and teeth 
of normal moutks. That very similar results 
were obtained appears significant and seems to 
show that the ordinary saprophytic strains are 
closely allied to, and no doubt through lesions in 
tonsils or teeth, become the organisms we find 
in the blood stream. 


CONCLUSIONS 


1. The streptococcus viridans isolated from the 
blood in cases of chronic infectious endocarditis 
is of very low virulence, probably lower than any 
hitherto reported as being recovered from a sim- 
ilar source. 

2. These streptococci are capable of producing 
lesions in animals identica) with those found in 
the patients from whose blood the organisms 
were obtained. 

3. The strains of streptococcus viridans iso- 
lated from the mouth of normal individuals are 
similar to those isolated from the blood ‘of pa- 
tients suffering from chronic endocarditis and 
are equally capable of producing heart lesions in 
the rabbit. 


The Worth of An Early X-Ray ‘Examination In 
Gastric Cancer. George M. Niles, Atlanta, Ga., 
Medical Record, December, 1916, p. 1025. 


The author claims that the Roentgen ray, as a 
diagnostic aid in suspected or non-suspected cases 
of gastric cancer has won a recognized rank. He 
mentions some of the newer diagnostic processes, 
as the glycyltryptophan test, the phosphotungstic 
reaction of Wolff, the hemolysis test, and the 
modified Abderhalden reaction, but regrets that 
all of these have been weighed and found wanting 
in some particular. Two hapless conclusions are 
forced upon us: first, that a reasonably early diag- 
nosis of gastric cancer from clinical data alone is 
impracticable; second, that when a clinical diag- 
nosis of such can be readily made, the patient may 
well set his earthly affairs in order. 

Apart from pyloric obstruction, the diagnosis 
depends upon irregularities in contour caused by 
the inroads of the growth. In advanced cases the 
major part of the stomach cavity may be obliter- 
ated, showing an irregular shadow possessing no 
likeness to a normal gastric contour. Adhesions 
in the vicinity of the stomach, pylorus or duo- 
denum may cause inroads difficult to differentiate 
from neoplastic growths; and such problems can 
only be intelligently solved by combined palpation 
under the screen and a liberal number of Roent- 
genograms. 

In conclusion, the author asserts that when any 
individual in middle life rather suddenly develops 
indigestion, and when this indigestion cannot be 
satisfactorily explained by abnormalities of the 
circulatory system, the kidneys, the blood and 
blood-forming organs, or the central nervous sys- 
tem, a careful Roentgenologic examination is em- 
phatically indicated. 


(Continued on page 136 
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THE EVOLUTION UNDER WAY IN 
PUBLIC HEALTH ACTIVITIES* 


By JOHN A. FERRELL, M.D., 


Assistant Director General, International 
Health Board, 


New York, N. Y. 


Intelligent procedure in the control of 
any disease must be based upon accurate 
knowledge of the disease in all of its as- 
pects. Health agencies are recognizing 
this more and more, with the result that 
capable men are being stimulated to carry 
on investigative and experimental work. 
Medical schools are maintaining research 
bureaus, the United States Public Health 
Service is increasing the number of men 
engaged in investigative fields, and many 
public and private agencies have staffs 
at work with a multitude of experi- 
ments which it ‘is hoped may point 
ihe way to more etlective and more 
general control of disease. In one in- 
stance a force is studying infantile pa- 
ralysis, in other instances malaria, pella- 
gra, syphilis, cancer, yaws, and so forth, 
throughout the list of diseases. Experi- 
ments with vaccines, antitoxins, and drugs 
are being made and are no less important 
than the study of the germs or the methods 
of dealing effectively with persons who 
harbor them. The bacteriologist is looking 
for new pathogenic organisms and is seek- 
ing to simplify methods for the detection 
of those already known; the epidemiologist 
is making excursions afield to discover the 
source of epidemics, while the adminis- 
trator is experimenting with working pro- 
grams in the hope of finding a plan that 
will result in the control of a given disease 
on the most economic basis. All will con- 
tribute to the yield in tangible results. 
One of the most hopeful signs of the times 
is that, instead of reaching conclusions on 
insufficient data, our scientists and our ad- 
ministrators are withholding public ex- 
pressions of their views until they have 


*Read in Section on Public Health, Southern 
Medical Association, Tenth Annual Meeting, At- 
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confirmed them by adequate investigation. 

It is in this way that public health work 
is developing into a definite science. Pro- 
cedure based upon accurate, scientific 
knowledge is rapidly replacing the blind, 
ineffective effort of past years. A reason- 
ably clear line of demarkation has arisen 
to separate our tangible knowledge from 
the intangible; and as this knowledge has 
grown in breadth and become more defi- 
nite, it has become more and more neces- 
sary that men wishing to engage in public 
health work should undergo special pre- 
liminary training. All of these develop- 
ments are being witnessed by the people, 
whose confidence and co-operation are be- 
ing rapidly won. 

Fortunately, at the very inception of the 
new movement in public health work, 
striking demonstrations in the control of 
disease were made in Cuba, Panama, and 
Brazil, as well as in other countries. Asa 
result, health officers in general, some of 
whom were then at the head of embryonic 
health departments, were provided with 
concrete evidence of the possibility of con- 
trolling disease. This evidence they used 
effectively in their educational propaganda, 
and the people in many sections were 
brought with remarkable rapidity to ap- 
preciate the value of public health work. 
Progress in perfecting health organiza- 
tions, in obtaining effective laws, and in 
securing largely increased appropriations 
denotes that the people, as well as the 
scientists and administrators, have begun 
to take health work seriously. As an evi- 
dence of this growing appreciation on the 
part of the public may be ‘cited the fact 
that in eleven Southern states the state 
health appropriations increased from 
$216,195 in 1910 to $512,300 in 1915. 
This is an increase of 136 per cent. North 
Carolina, with an appropriation of $12,500 
in 1910, now has approximately $100,000, 
an increase in five years of about 700 per 
cent. Almost all of these states have ex- 
perienced such growth in the size of the 
working force that several different divi- 
sions have been formed, each having its 
own administrative head, its own allot- 
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ment of funds, and each being held respon- 
sible for results in its special field; while 
some have as many as twelve full-time 
medical men connected directly with the 
state health office, not to mention the large 
number of non-professional men and wo- 
men who are utilized effectively in sub- 
ordinate positions. And as another in- 
stance of the rapid development of public 
health work may be cited the fact that 
New York State alone now has about 
twelve hundred persons in the employ of 
its State Department of Health. 

With such increase in the number of 
persons employed, it was but natural that 
the work of each person should become 
more or less specialized and that a demand 
should arise for trained men to fill admin- 
istrative positions, to conduct experiments 
in the laboratory, to become. epidemiolo- 
gists, sanitary engineers, and statisticians. 
With this demand came the need of schools 
for training men to follow these careers. 
Already Harvard, Michigan, Pennslyvania, 
Tulane, and other medical schools are giv- 
ing special courses for health officers, and 
Johns Hopkins is expected to begin its 
training-school next fall. With growing 
stability in health organization, increased 
appropriations, and enlarged staffs, the 
field will make a strong appeal to young 
men who are seeking careers, and the 
training-schools may be expected to flour- 
ish. Unfortunately, however, in many 
cases the salaries being paid do not war- 
rant a full course in one of the new schools. 
As an alternative plan, the practice of hav- 
ing new employees serve an apprentice- 
ship under persons older in the service 
who have exhibited marked proficiency has 
been found a valuable method of training. 
It will doubtless be followed in connection 
with the school courses as a means of pro- 
viding practical training for the student 
of health work, in much the same manner 
as the hospital serves to provide practical 
training for the medical student. 

As the work becomes more and more 
specialized, each of the specialists gains 
added knowledge appropriate to his par- 
ticular field and makes advances in apply- 
ing this knowledge, so that when the re- 
sults of ali of the specialists, each working 
in his own line, are brought together and 
properly correlated, it naturally follows 
that the results accomplished are shown to 


FERRELL: THE EVOLUTION IN PUBLIC HEALTH ACTIVITIES 


117 


have been much more intensive than would 
otherwise have been possible. Formerly, 
public health work was confined largely to 
lectures, the printed page, pamphlets, and 
text-books, with evidence here and there of 
public health measures being enforced by 
law; but although by these means a wide 
audience was reached and large numbers 
of people acquainted with the principles of 
disease prevention, the lesson could not be 
brought home to them forcibly enough in 
all cases for the measures to be applied. 
More lately, coincident with the intensifi- 
cation of efforts naturally resulting from 
increased specialization along all lines, 
working methods have been developed 
which do not depend solely upon the print- 
ed page, lectures, and educational work of 
this kind, but aim to secure a response 
from the people through definite progress 
in the control of disease within limited 
areas. 

While the method of conducting the 
work has been intensified, the range 
of territory in which the work is car- 
ried on has been growing more re- 
stricted, until very close concentration 
upon a problem within a small area has 
resulted in a high standard of efficiency 
being reached. It is probable, however, 
that the work as finally developed will fall 
somewhere between this type, which aims 
at an efficiency of say 80 per cent. in the 
control of a given disease, and work such 
as, for instance, the hookworm dispensary 
work formerly conducted in the Southern 
states. 

In the organization of adequate health 
departments, properly correlated for na- 
tion, state, county, and municipality, prac- 
tically all states hold the idea that the most 
satisfactory initial step consists in the de- 
velopment of a satisfactory frame-work 
for the central health department of the 
state. Beyond this step there is some dif- 
ference of opinion. One group of health 
officers holds that the next step should be 
the grouping of counties into districts and 
the establishment of district health officers, 
and that these in turn should seek to es- 
tablish county and town health officers, 
who should gather about themselves the 
necessary force to carry on simultaneously 
and effectively a wide range of activities. 


Others object to this program because 
they think the state will not provide funds 
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for the erection of so large a framework of 
new officers without having concrete evi- 
dence, in terms they can understand, that 
what may be accomplished in the end is 
not mere speculation. Moreover, it is 
feared that the creation of an office before 
the accomplishment of results and the de- 
velopment of public opinion warrant it 
will serve merely to cheapen the office, 
make it a toy of politicians, and frequently 
permit the election of men without vision, 
training, or other qualifications essential 
for a full measure of success. They believe 
that after the central framework is reas- 
onably well established, further develop- 
ment will be more rapid if in a given task, 
—the control of malaria, for example—an 
effective working force, composed of direc- 
tors and staffs especially trained and se- 
lected for their efficiency, is organized to 
devote itself in a given area to obtaining 
measurable progress on a cost basis within 
the economic reach of the people. 


It will be recalled that the national and 
state departments of agriculture developed 
to a certain point from above downward. 
Stagnation was then evidenced in their 
work until a change in policy caused them 
to begin at the bottom and work upward. 
When they began to conduct farm demon- 
stration work, corn clubs, tomato clubs, 
and pig clubs, a remarkable transforma- 
tion followed, resulting in their organiza- 
tions being strengthened and their useful- 
ness multiplied. 

Similarly, there are those who believe 
that if one enterprise after another in the 
field of preventive medicine is organized 
and effectively conducted in small units of 
territory, more or less as experiments at 
first, confidence in the work and in health 
officers will be strengthened and the purse- 
strings loosened. In a given county, for 
example, after a few successful demonstra- 
tions with different problems, it is believed 
the county would follow business princi- 
ples and consider the wisdom of consolidat- 
ing the separate working forces int6 one 
organization in a way to increase the effi- 
ciency of each but at the same time to re- 
duce to a minimum the overhead charges. 
Work of this kind would make a strong ap- 
peal to the tax-payers because it would be 
conducted under civil conditions in home 
territory, and the figures involved in re- 
sults yielded and in cost would be simple 
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and convincing. Once the people have been 
acquainted with thorough work such ag 
this, they may be depended upon to pro- 
vide the funds necessary for financing it; 
while if the state has thus guided and 
fostered the demonstrations in public 
health work, it may be éxpected that it will 
continue to guide the activities of the 
county departments of health which will 
be organized as a result of the demonstra- 
tions. It may be that the most effective 
plan for the development of adequate 
health organizations in the smallest goy- 
ernmental units will come partly from 
above downward and partly from below 
upward. Which plan would yield most 
speedy results remains to be seen. The 
cause is so impelling, however, that either 
a of procedure should succeed in the 
end. 

Those engaged in health work should be 
patient with the point of view held by oth- 
ers and should realize that all are engaged 
in a common cause, starting for the same 
goal, and finding it necessary in many 
cases to blaze trails. In the beginning the 
paths may seem to diverge widely, but 
those persevering health officers who pro- 
ceed intelligently, profiting as far as prac- 
ticable by the experience of others, will 
find as the work goes on that their paths 
are converging with the paths of others, 
so that, regardless of the direction pursued 
in the beginning, the field as a whole will 
be covered and the goal that all set out for 
will be reached. 


DISCUSSION 


Dr. Oscar Dowling, Shreveport, La.—I am in 
thorough accord with the policy outlined by Doctor 
Ferrell. The sooner we can succeed in having 
whole time health officers the sooner will we get 
the results we are working for. Now as you know, 
the average physician must depend on his prac- 
tice for a living; often he isn’t disposed to en- 
force regulations,—isn’t enthusiastic, naturally, 
about anything that will interfere with his patron- 
age. This means on the part of some, no co-opera- 
tion in efforts for improved sanitation, sometimes 
not any in other lines. I know of instances where 
doctors will report cases of infectious diseases, 
and invariably close by saying either verbally or 
in writing, “whatever you co don’t tell them that 
I told you.” One can go into communities to ad- 
vocate various forms of improvements and if the 
physician finds his patrons don’t approve of the 
idea there will be no support of the movement in 
that neighborhood. How long will it be before we 
can secure all-time health officers properly com- 


pensated for their services, with funds necessary 
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for office help, referred to by Doctor Ferrell? Not 
until there is a public demand for efficient service. 
We are moving slowly, however, in the South, but 
we are making progress and I hope the time is not 
far distant when we will be provided with appro- 
priations sufficient to make effective both state 
and local health departments. 


Dr. Roy K. Flannagan, Assistant Commissioner 
of Health of Virginia, Richmond, Va.—The idea 
that Doctor Ferrell advanced in the course of his 
remarks about the necessity for demonstrating the 
value of the work of public health departments is 
of tremendous importance. Public health depart- 
ments everywhere have developed just as their 
value has been shown to the public by the public 
health officer. The state departments of health 
have to depend upon doctors who get no money, 
in many instances, for their work, and those that 
are paid, are paid too little for what they do. 

Their work along public health lines therefore 
has not for the most part been very constructive. 
I would like to cite you an experience of how an 
underpaid officer in one of the towns of the South 
took his job seriously and the result of it. He was 
kicked into the office over night because of a 
squabble in the town council over a matter of 
quarantine applied by his predecessor. The sal- 
ary was little or nothing, but by actually working 
and working pretty hard over a period of about 
two years, he did make things go. He started a 
publicity campaign, and taking up one thing at a 
time (it was impossible to do more because he had 
to make his living practicing medicine) he cleaned 
up that town; and then the first time the question 
of salary came up before the town council, they 
increased it about thirty per cent. It was a mere 
pittance even then, but thirty per cent. is a pretty 
fair increase in a man’s pay. In the course of the 
next six months, the work continuing to grow and 
the people more and more catching on to the idea, 
his pay was increased nearly a hundred per cent. 
That brought it up to just $50 a month, but still, 
it showed that the idea was growing and that he 
was being appreciated in some degree.. Now it so 
happened that this doctor’s good work attracted 
attention elsewhere, and so he was removed from 
that locality and got a very much better job in 
public health work elsewhere, and his successor 
came into the office at $100.00 a month. There 
was no effort on the part of the health officer to 
increase his salary other than to do the job that 
was before him. I commend this experience to 
you fellows who are getting practically nothing, 
certainly an inadequate compensation for what 
you do. If you will just show the people that you 
know your job and are in earnest and can produce 
results, something is going to come out of it, and 
I believe something will be substantial. 


Dr. J. Howell Way, Waynesville, N. C.—I have 
been very much interested in the papers and the 
discussions this afternoon, particularly the paper 
of Doctor Ferrell, dealing as it did, not so much 
with intimate details but with proximate or basic 
principles of this work. I remarked to my friend 
with whom I was sitting that this section is a 
Much younger body than the men in attendance 
on the section on Practice of Medicine, but I said 
that’s perfectly natural, because the practice of 
medicine is as old as the days of Adam, and the 
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practice of public health is a fairly recent produc- 
tion. Public health work is, as I see it, just be- 
ginning; it has just been born; and its faint initial 
cry echoes over the world. I won’t say that it has 
been dressed, because I dare not, because before * 
I get back home some public health worker will 
have fashioned a new theory of public health on 
some particular line and say that the particular 
frock that he had on down at Atlanta isn’t the 
right thing for him to wear, and he must put this 
on. There is the danger of being too positive, too 
definite about many of the details of public health 
work. It is new. Now, there are some things that _ 
we know we can stress, those we can take our 
stand on,—certain principles, and stand there, but 
a great deal of our work is yet in the evolutionary 
process, it is in the formative stage. 


Take my own State of North Carolina, with an 
area of fifty-two thousand square miles and a pop- 
ulation of two and a quarter million, divided into 
a hundred counties, with an average of five hun- 
dred square miles per county, and an average of 
twenty-two thousand population for every county. 
We have now about one-sixth,—one county out of 
every six has a whole-time health officer, on, I 
may say, fair salaries in the main—and I believe 
in doctors being paid (I never made any reputa- 
tion in my life as a low charger, as our Secretary 
there knows)—these men are fairly well paid for 
their work, for their experience, for their capacity. 
They are paid on the average as much as the aver- 
age good doctor in the counties where they are 
working is earning. We often hear it said that 
we need more whole-time health officers. Yes, we 
do, but, gentlemen, a man can get his mind work- 
ing on a hat or a fancy vest and a pair of striped 
breeches until he thinks that’s about the only 
thing that it will take to make his dressed. That’s 
not so.. In North Carolina, the men charged with 
the executive administration of public health work 
have privately come to the conclusion that we 
have there just about as many whole-time county 
health officers as we want now. Not as we want 
later, but as we want now; for the reason that 
this work is new, it is yet in the evolutionary 
stage, so many problems are yet to be worked out, 
worked out individually, worked out collectively, 
worked out by the men in the field with the 
friendly, cordial assistance of the men in the ex- 
ecutive offices. 


I think we are making great progress, we are 
making splendid progress. We are going forward 
in North Carolina, as we are going forward in 
the whole South. In our state, six years ago 
we had about $12,000 from the Legislature for 
our health work. Now we get $100,000.00 Four 
years ago we had our different departments 
and the men in them more or less co- 
quetting and flirting with the legislature and the 
members of it as to how much money they were 
to get for their departments. Two years ago, as 
the director of our laboratory of hygiene sitting 
before me will recall, we got all of those men to- 
gether at a session of the State Board,—the head 
of the Bureau of Vital Statistics, Laboratory of 
Hygiene, Tuberculosis Sanitarium,—at the execu- 
tive offices in Raleigh and had each one of them 
to make an average of just what he needed and 
just what he wanted money to do with in the next 
two years, and then we put that before our Board 
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of Health, and the Board of Health said, “well, it’s 
all good, we’ll go to the Legislature and ask for all 
that money that you men want,” and we got it. 
And, gentlemen, in my state, we have quit saying 
a word about the indisposition of the Legislature 
and the reluctance of the powers that be to furnish 
money, because, I’ll tell you, gentlemen, in North 
Carolina as fast as we show the people of my 
state that we can use that money for helpful pur- 
poses, we get it, and I believe, sir, that is true, 
and that’s growing more and more true, of every 
state in the South. But seriously here, gentle- 
men, I believe the time has come for us to shut 
our mouths about the unwillingness of the people 
to put up the money.’ The people will put up the 
money just as fast as we show them that we are 
giving them a hundred per cent. on the dollar for 
what they give us. 


Dr. A. T. McCormack, Bowling Green, Ky.—I 
wish very much I could bring you a solution of all 
the problems that have been raised here this after- 
noon. While I agree quite fully with every state- 
ment I have heard that is material, whether by the 
county health officers or by Dr. Ferrell, on the 
principles involved, there are some matters of 
detail about which my experience has forced some 
very clear ideas upon me. I especially agree with 
Dr. Way, that our legislatures are giving us all 
the money we ought to have, just as I feel that ev- 
ery doctor makes as much money as he is worth. 
There are not many under-paid doctors. A lot of 
them have very small incomes but most of this 
class are not worth much. Nearly every man 
makes as much as he is worth, whether he is a 
doctor, selling silk.or cotton or what-not. In my 
state, our doctors have felt that health work was 
largely a patriotic duty, and most of them have 
received but little compensation for it. However, 
this voluntary, part-time, persuasive work has laid 
the basis and created the demand for all-time 
health officers who will be paid in proportion as 
they deliver the goods. 

I entirely disagree with Dr. Way in his 
desire for a few health officers in North 


Carolina. I would be glad to accept the responsi- 


bility for one hundred and twenty all-time health 
officers in Kentucky, by tomorrow. I would rather 
have Dr. Abercrombie, and the practical men of 
whom he is a type, help me solve the health prob- 
lems of Kentucky than to have all the faculties of 
Johns Hopkins, Tulane and the rest of them. I 
do not believe there is a teacher in a single fac- 
ulty in the United States, who has not been a 
county health officer himself, and has not had the 


‘problems handed him for solution which are 


brought to the county health officers each day of 
their work, who can teach our real health officers 
who have been trained in the practice of medicine, 
very much. I do not believe that a man should be 
a health officer until he has had actual service as 
a general practitioner of medicine. I do believe, 
with Dr. Abercrombie, that a post-graduate course, 
after having become an integral part of the great 
profession of medicine, after being familiar with 
the work, I do believe the health officer can get 
great good from the school of hygiene, provided it 
is practical. 

We have in my town in Kentucky, a nor- 
mal school created by a great genius, who 
started out without money; he brought in a lot of 
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students and had but three members of his first 
faculty and he soon had many more students than 
teachers, so he took all the students that knew 
anything and soon had them teaching those who 
knew less. If the faculties of the average course 
in hygiene could be developed along such a line, 
they would be far more successful than if they 
select their teachers from pure scientists who 
never saw a city council or board of county com- 
missioners, and who do not understand the import- 
ance of the human question in the solution of 
health problems. The modern doctor, whatever 
be his specialty, has to be trained, well trained to 
begin with, and then he has to have enough com- 
mon sense and enough of that something that we 
can hardly describe and yet we all know exists, 
that enables him to secure the confidence of the 
people. I believe the health officer should con- 
tinue to do enough of the practice in the county 
or city’s elemosynary institutions to bring him in 
some personal contact with sick people. I do not 
believe for a minute that the health officer is 
meant to take care of well people only. Not yet, 
and not for a million years! He may in the mil- 
lenium, but in the present age and for a long time 
to come, there will be enough sick people to make 
our most important problem to keep them from 
spreading their diseased conditions, for him to 
have to know a great deal not only about disease, 
but about the thoughts and motives both of those 
who are sick and their families. 

It is difficult to have a successful talk with 
sick people or their well relatives, without 
having down in you somewhere that feeling 
that only comes to the conscientious phy- 
sician; and, in a general way, this is the 
reason I believe a man trained as a general 
practitioner just as I believe a man trained as a 
general practitioner makes the best surgeon, or 
the best anesthetist, or the best specialist in dis- 
eases of the eye—yes, I believe such a man train- 
ed in the general practice makes the best health 
officer, the best superintendent of an asylum or 
the best anything else that is to come in contact 
with or prevent sickness, disabiliy, ineffectiveness 
or disease. 


Dr. Mullins has come to us in Kentucky, from 
the Public Health Service, realizing that he has a 
definite problem to solve and he has begun doing 
his job thoroughly, in fact, he has done it so ef- 
fectively and so well that every health officer, ev- 
ery public official, yes, every citizen that has 
known anything of him and his work, is anxious 
that that sort of thing be done for the afflicted of 
their communities not only in the cure and pre- 
vention of trachoma, but regardless of the particu- 
lar afflictions from which they suffer. The state 
departments, the national departments, those great 
voluntary endowed agencies that are training 
men and solving particular problems, each of these 
things and all of them create the desire, the de- 
mand for the all-time health officer, and the thing 
for us to do, is to keep before our eyes and before 
our people all the time the effectively worked 
health department, and when we ask for the or- 
ganization, as Dr. Ferrell has so well said, when 
we ask for legislation for the all time health offi- 
cer, let us not simply ask that the office of all 
time health officer be created, but that a bill per- 
mitting counties to have health departments unl 
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der the supervision and control of an all-time 
health officer shall be passed, and, at the same 
time, authorize him to have assistants as rapidly 
as ways and means and the public demand can be 
created. This is a most important element. We 


- have thirty-eight all-time health nurses in thirty- 


eight different counties in Kentucky, and they are 
creating a tremendous demand for the all-time 
health officer, for they are almost powerless with- 
out him and each of our all-time health officers, in 
turn, wants a public health nurse and other assist- 
ants, and it is far easier to pass general legisla- 
tion than specific legislation. It is easier to get a 
number of assistants than one, if you fix that one’s 
salary. We find it a lot easier to get a depart- 
ment created for the State Board of Health than 
to get an individual officer with a fixed salary. 
‘ Legislators have an uncanny sort of wisdom and 
if we go before them with half-baked plans that 
seem to savor more of personal aggrandizement 
than public welfare, they see through our flimsy 
schemes so quickly that, in our superior wisdom, 
we are apt to condemn all legislative bodies as 
unthinking. On the other hand, take before a leg- 
islative body or committee a complete plan, show 
them that a given department can and will do 
good for the great common people, of whom they 
are a part, and whom they are elected to repre- 
sent, and it is my experience that you gain their 
support just in proportion as your plan is worth 
while. Personally, I believe all these things are 
going to work out, the demand coming at the same 
time up from the people and down from the vari- 
ous departments. I believe we are going to have 
a National Department of Health, of which the 
present Public Health Service will be the execu- 
tive right arm, and that it is going to have a sort 
of co-operative supervision of state health de- 
partments, and that these, in turn, will supervise 
county. and city health departments with compe- 
tent, civil service protected all-time health officers 
and the necessary assistants to solve the health 
problems that confront us in all parts of our South- 
land. Until that day, we will make progress but 
slowly, but in proportion as each of us acts well 
his part in laying the foundation for the health 
department of the future which will banish pre- 
ventable diseases, make medicine more honorable 
and the people of our section more effective, 
longer lived and happier. 


Dr. Wm. S. Keister, Roanoke, Va.—I hesitate to 
discuss a subject like this without being more ex- 
perienced than I am, but I believe from certain 
facts during these discussions and these magnifi- 
cent papers, that I have been able to read the 
signs of the times. I believe the sign of the times 
today is popularizing public health. It is a little 
unpopular at the present time, but the trend of 
Public health activity is to make preventative 
medicine the popular thing. I believe, too, the 
public wants preventative medicine. I believe they 
are anxious for it, I know health officers are anx- 
ious to give it to them. Why don’t they get it? 
There is a big gap between us yet. That gap can 
only be bridged by education. Now, we must 
cover up that gap in some way. We have been 
content during the years gone by to let the charla- 
fans and quacks and patent medicine fakirs and 
every other “schism” and “ism” advertise its 
remedies and fool the public and we have sat idly 
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by and done nothing, and I say we have got to do 
about. If it is necessary to have a torch-light pro- 
cession or brass band to play every time you build 
a sanitary privy, we had better do it. The people 
want spectacular things, that’s the public idea, 
that’s the reason moving picture shows are over- 
flowed today, and health officials have to take to 
the spectacular if we want to gain the public to 
our side. I believe there is two sides to educating 
the public, one is the education of the adult and 
the other the child. 

The greatest hope, of course, is in the 
school, educating the child, and sometimes I 
think it is a pity to ever have public gatherings 
of school children or teachers anywhere unless 
there is a health teacher there to give them a talk, 
—not a long drawn out affair that will tire every- 
body out, but a short, snappy talk with demonstra- 
tions, something that will catch the eye,—with 
pictures. Then there are a lot of old hay-seeds we 
never will convert, especially among the white 
people. But the Negro is a child, he wants to be 
led, and I think one of the most hopeful things in 
public health work is trying to lead the Negro, 
and, of course, the least hopeful is the adult white 
man, but we must try to get him, too. If we can 
entertain as we instruct then we can lead them, 
but we have got to combine entertainment with 
instruction. 


Dr. L. B. McBrayer, Sanatorium, N. C.—I want 
to express my appreciation of Dr. Ferrell’s paper. 
He suggested that he prepared it this morning, 
and if he told the truth about it,—and I have no 
reason in the world to doubt what he says, be- 
cause he is too shrewd to ever get caught in an 
untruth, if he ever got consent of his conscience to 
tell one—but if he did prepare it this morning, he 
did so for the reason that he wanted to feel the 
pulse and find out what the folks here were say- 
ing, so that he could fit his paper into the things 
we have been talking about. I don’t think if 
he had studied a hundred years he could have pre- 
pared a better paper for our information than the 
one he presented to us this afternoon; and per- 
sonally, I desire to express my appreciation and 
thanks to him. 

I intended to say just what Dr. McCormack 
has said, but I am mighty glad he said it, 
because he said it so much better than I 
could, and I want to add this one thing: I agree 
with Dr. McCormack, and I don’t believe that the 
degree of Doctor of Public Health is worth much. 
I thought on one occasion I wanted my son to get 
that on the side while he was graduating at the 
University of Pennsylvania, and later on I thought 
it was hardly worth while because, as Doctor 
McCormack so well said, they don’t know how to 
teach a health officer, they don’t know what a 
health officer is, and they are not going to, either, 
until they come down and find out. Now, the 
thing we need is the real work under a man like 
Doctor Abercrombie and Doctor Sevier and a good 
many others whom I could mention. I will tell you 
for the fear that you don’t know, that Doctor 
Rankin, who isn’t present at this session, Secre- 
tary of the State Board of Health in North Caro- 
lina, has had in mind for some time the organiza- 
tion of a school for health officers, and his idea 
was that they should pass through every depart- 
ment of the work of the State Board of Health; 
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that they should go into his office for a certain 
number of weeks and find out how he was doing 
things, that they should go over to the Bureau of 
Vital Statistics and then they should go down to 
Doctor Shore’s State Laboratory of Hygiene and 
spend a certain length of time and then to Doctor 
Cooper’s Bureau of Rural Sanitation and then to 
the State Sanitarium for the treatment of tubercu- 
losis until they were familiar with all those things, 
and after that they should go out with our whole- 
time county health officers and spend a period of 
several months, perhaps six, and the whole course 
to cover perhaps not less than a year. Now, that’s 
a feasible thing, that’s a workable thing, because 
during that time they would be receiving a salary, 
they would be receiving, say $50.00 per month, 
and perhaps they would be doing for the State 
Board of Health, through its various activities, an 
amount equal to $100.00 a month, but they would 
be paying these men $50.00 a month in instruction. 
I believe that that particular kind of course is 
needed worse today than it has ever been, and 
that it must be supplied in the near future. 

Dr. Ferrell (closing):—The opinions that have 
been expressed appear to me more or less in har- 
mony. We are all aiming at the same end. Our 
working methods as paths will inevitably and for- 
tunately diverge. In each instance where the im- 
practicable features are eliminated and the practi- 
cable ones strengthened we may confidently ex- 
pect the paths finally to draw together again so 
that these courses will all fall into one broad road. 
We need not therefore be alarmed at the views of 
our colleagues with reference to any particular 
procedure or working method. If, for example, 
there be no need for special schools for the train- 
ing of health officers they will not succeed. If 
they are needed they will survive. If there is a 
real need for well rounded health organizations 
for counties, we shall have them ahd those work- 
ing from the community up and those working 
from the state capitol down each in his own way 
will contribute something toward the final struc- 
ture. Experience, intelligent observation of all 
that is being done, and an assimilation and appli- 
cation of what is practicable, will shorten the road 
to the final goal on which there will certainly be a 
survival of the fittest. 


THE IMPORTANCE OF THE CON- 
TROL OF CHILDHOOD INFEC- 
TION IN THE CRUSADE FOR 
THE ERADICATION OF 
TUBERCULOSIS* 


By CHARLES L. MINOR, M.D., 
Asheville, N. C. 


The world having at last been awak- 
ened to a realization of the great impor- 


*Read in Section on Public Health, Southern 
Medical Association, Tenth Annual Meeting, At- 
lanta, Ga., Nov. 13-16, 1916. 
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tance of the tuberculosis problem and its 
bearing upon the welfare of the body po- 
litic, we can not today complain of any 
lack of interest in the subject when all 
over our land splendid and purposeful ef- 
forts are being put forward toward the 
eradication of this pest. No live and up- 
to-date society, in its section on public 
health, could fail to pay some attention 
to the question of the prevention of the 
transmission of this disease. Hence I 
need make no apology for the title of my 
paper today. 

In the study of the means at our dis- 
posal for the eradication of tuberculosis, 
there are two things to be considered: 
first, the infectible subject; and secondly, 
the infecting organism. As to the second, 
very rightly, extreme importance has been 
placed upon the necessity of effort to de- 
stroy the germ by the proper disposal 
and destruction of the sputum of all con- 
sumptives; and it is doubtless true that if 
we could destroy all such sputum we could 
justifiably hope to put an end to this dis- 
ease in a relatively short time. 

However, as long as the American pub- 
lic continue to expectorate as promiscu- 
ously and enthusiastically as they now do, 
and as long as we can create no strong 
public sentiment against the disgusting 
habit so that spitting will be regarded as 
nasty, such an aim must remain nothing 
but the iridescent dream of an optimistic 
hygienist, and can not become a realized 
fact. Of course, the impossibility of in- 
culeating proper spitting habits in the gen. 
eral American public is no reason for les- 
sening our efforts properly to care for the 
sputum of all those whose actions we can 
control; and efforts in this direction will 
always have an important and prominent 
place in preventive medicine. But this 
subject has been sufficiently treated by 
many authors and need not be gone fur- 
ther into in this place. — 

Again, in any study of the infecting 
organism, we will have to take into con- 
sideration the virulence of the germ, 
which varies greatly. It is usually be- 
lieved, though I do not think there is any 
absolute scientific proof of it, that the 
short, thick, deeply-staining germs, com- 
ing from rather acute cases, are more dan- 
gerous and the beaded, poorly staining 
long germs, coming from old chronio 
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cases, are less dangerous. While there is 
plenty of ground here for laboratory ex- 
periment, it need not at this time concern 
us; and I will turn my attention to the 
more important question of the infection 
of the infectible subject. 

For the purposes of study, infectible 
subjects can be divided into babies and 
children up to sixteen years of age, and 
adults above that age. 

Until the last few years it was usually 
assumed that an adult was as open to 
infection as any one else, and that the 
majority of infections which we discov- 
ered had occurred during adult life. But 
in recent years, especially since the work 
of Von Behring, we are beginning to real- 
ize that the usual period of infection is 
in childhood and that new infections in 
adult life must be very rare, if the scien- 
tific work on childhood infection is cor- 
rect, and that while the reinfection of a 
person infected earlier in childhood is 
possible, it is not likely to be a common 
occurrence. Were adult human beings as 
easily infected as many, even among our 


profession, believe, and were man’s natu- 
ral resistance to adult infection not so 
good, doubtless the whole world would 
have been wiped out long ago by this dis- 


ease. The fact that this has not occurred 
is the best answer to the absurd and much- 
overdone fear of infection which we see 
so often, which causes so much needless 
suffering, and for which. unfortunately, 
4 own profession is so largely responsi- 

e. 

The layman and the alarmist doctor as- 
sume, though it is a most unwarranted 
assumption, disproved by ample experi- 
mental evidence, that the entry into the 
body of a single bacillus makes its re- 
cipient a consumptive, whereas it has 
been demonstrated very clearly that suc- 
cessful infection demands the introduc- 
tion of a large number of sufficiently viru- 
lent bacilli into a weakened organism at 
One time, or the introduction of a smaller 
number slowly over a long period of time, 
such as we see in a family where there 
Is a careless consumptive member. 

Webb, of Colorado Springs, by using 
very careful methods, has been able to 
count and to introduce from one up to five 
living tubercle bacilli into the human 
body without producing any infection at 


123 


all, the resisting power of the body 
through phagocytosis and otherwise 
quickly disposing of such small numbers 
of invaders. Moreover, the implantation 
of the germ is by no means synonymous 
with the production of active trouble, the 
germ tending to lie latent for a shorter 
or longer period of time, and this latent 
infection not developing into active dis-— 
ease until the subject of such a successful 
infection is subjected to depressing in- 
fluences, such as sickness, poverty, trau- 
ma, overwork, worry, grief, dissipation, 
pregnancy or certain sicknesses, such as 
typhoid, measles, or pertussis, which 
lower man’s naturally great resisting 
power, and give the germ a chance to de- 
velop. 

In view of these facts, which have am- 
ple experimental evidence behind them, 
how absurd are the fears expressed by 
laymen, and too often by physicians, of a 
possible infection from temporary and 
even outdoor association with a consump- 
tive, as though the germ were some mo- 
tile organism which would jump from host 
to victim, or could be transmitted like 
smallpox or measles by mere propinquity. 
In view of the prevalence of such ideas, it 
can not, then, be too often stressed that 
infection probably never, and certainly 
rarely, can occur outdoors; that while 
houses become infected, if not properly 
cleaned and cared for, tuberculosis being 
eminently a house or indoor disease, 
streets, and the great outdoors, do not thus 
become infected, that greatest and best 
disinfector in the world, the Sun, seeing to 
it that the germs there deposited are 
quickly rendered harmless, and that it usu- 
ally takes a prolonged exposure indoors, 
under insanitary conditions, such as are 
chiefly seen in our slums or poorer dwell- 
ings, for adult infection to occur. 

Furthermore, I am not at all afraid to 
state that the clean consumptive, well in- 
structed and with proper habits, need be, 
and usually is, of no danger to those who 
dwell in the house with him, if they are 
not children or young people. 

Furthermore, when we search for the 
periods when the infection originally oc- 
curred, which doctors are very apt at 
times to state with great positiveness was 
due to such and such an exposure, we 
should remember thaf the period of incu- 
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bation of tuberculosis is very long and 
very varying in different cases; and that 
the infection lies latent in the body for 
several months at least, and often for 
very many years, before it produces any 
clinical evidences, and hence that to de- 
termine the infecting cause is usually dif- 
ficult or impossible. 

Save, then, in our slums, where pov- 
erty, starvation, dissipation, vice and the 
cupidity of landlords produce favoring 
conditions, adult infection can be regarded 
as the exception rather than the rule, and 
the attention of those occupied in prevent- 
ing the spread of this disease should, as 
far as it is directed to the infectible sub- 
ject, be directed to the periods of child- 
hood and early adolescence. This view, 

first brought forward by Von Behring, 

attracted not enough attention until the 
work of many observers, among whom I 
would only mention Naegeli, Von Pirquet, 
and Northrup, of New York, showed how 
almost universal was the infection of chil- 
dren. That this childhood infection oc- 
curs early was shown by Von Pirquet by 
the use of his cutaneous test, which, as 
you will recall, showed in the children oz 
the clinics in Vienna 98 % of positive re- 
actions at fourteen years of age. While 
this per cent. would not hold true of chil- 
dren of smaller towns, or in the country, 
it is certainly very suggestive. 

Furthermore, it has been amply shown 
that the germ usually lodges at first in 
the bronchial lymph glands, thougi 
whether it reaches these from the tonsils 
through the cervical lymphatics to these 
glands, or is carried there from the alveoli 
by the wandering white cells is not easily 
determined. Northrup, of New York, show- 
ed most effectively by the inoculation of 
guinea pigs with the emulsified bronchial 
glands of 125 children dying of ordinary 
causes, that such a bronchial gland in- 
fection in the children of a large city is 
the rule, 100 % of the pigs having devel- 
oped tuberculosis. 

Again, Naegeli, in Zurich, showed that 
by careful autopsy some evidence of pre- 
vious or active tuberculosis could be 

shown in 100 % of all dead bodies at thirty 
oe years of age or over, and in 50 % of those 
at eighteen years of age. 

. 4 There have been plenty of other ob- 
ie servations along this same line, but these 
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are sufficient for my present purpose, 
which is to show that infection with tu- 
berculosis occurs usually in the first four- 
teen years of life, chietly in the bronchial 
glands; that it lies latent until favoring 
influences later in life give it an oppor- 
tunity of developing, and that while adult 
reinfection doubtless occurs, it is certainly 
not the rule, the case that we discover be- 
ing only a waking up of an _ infection 
which has occurred long before. If so, it 
is safe to state that the problem of the 
prevention of infection in tuberculosis, 
as far as the infectible subject is con- 
cerned, resolves itself into a question of 
protecting our children; or, if this be im- 
possible, — and this is a very debatable 
question,—then our task is to so strength- 
en their constitutions that such unavoid- 
able infections as they acquire shall be 
rendered harmless, and even beneficial, 
by producing a certain degree of immun- 
ity in the child. 

Indeed, it is very probable that where 
the infection is gradual and continuous, 
the host slowly acquires a high resisting 
power to tuberculosis; that an infection 
occurring in adult life for the first time, 
as in savages who have never been exposed, 
is apt to result in an acute and dangerous 
form of the disease, and that the usually 
chronic course of the trouble is the result 
of a partial immunity created by repeated 
and long-continued introductions of the 
germ into the body in childhood. In this 
connection we may recall the well-known 
fact that scrofulous children seem unusu- 
ally resistent to pulmonary tuberculosis. 

However, while this is probable, it is 
not susceptible at present of scientific 
proof, and certainly would not excuse us 
for any carelessness in allowing the ex- 
posure of children to adult consumptives; 
and, therefore, the problem of the pro- 
tection of the child from infection holds 
the chief place in the prophylaxis of this 
disease. 

Unquestionably the chief danger to the 
child is in the family, though the habit 
of many people of kissing every pretty 
child that they see offers another danger 
point. 

Probably the greatest number of child- 
hood infections occur within the child’s 
own home, from those of its own 
blood, or from its own nurse. We can 
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not, and doubtless would not care to, fol- 
low with human beings the veterinary 
practice and take the child from its tuber- 
culous mother at once after birth. In this 
way cattle breeders have learned to bring 
up healthy cows from the offspring of 
tuberculous mothers, whereas the calves 
left with their tuberculous mothers in- 
variably and soon become infected. 

However, it is the physician’s duty to 
see that the babies of tuberculous, or even 
of merely pale, coughing mothers, be not 
kept on their mothers’ cr nurses’ beds, or 
kissed by them, and that their lives, at 
least ’till twenty-one, be regulated accord- 
ing to the very best hygienic rules. 

Our profession has not yet reached the 
point when it watches the apparently well 
children of the families for whom it cares, 
or sees to their proper and symmetrical 
development; nor is it careful to see that 
they are built up so that they are less 
likely to become sick, and should they so 
become, that they may be strong enough 
to present a good resistance to disease. 
But the public before long is going to ex- 
pect just this sort of care of us, and 
rightly; and it would not be at all sur- 
prising to see the adoption of the Chinese 
point of view, which demands’ that the 
doctor earn his living not by curing the 
sick, but by keeping the well healthy. 

But even when the members of a baby’s 
family are healthy, it is not at all unheard 
of that they pick out a nurse for the child 
or a cook or maid for the home who is her- 
self infected with tuberculosis. I believe 
it to be the duty of doctors carefully to ex- 
amine nurses and wet-nurses who are 
chosen for their charges, for tuberculosis 
as well as for syphilis. 

The important evil of uncooked milk as 
a source of childhood infection need here 
be only referred to. Despite the fact that 
milk loses a part of its nutritive value by 
boiling, the commonness of tuberculosis 
in cows and the frequent demonstration 
of bacilli in dairy milk make it important 
that where we can not be sure of the un- 
impeachable health of the cows supplying 
the milk, only boiled milk should be fed 
to babies or children up to 16, after which 
the permeability of the bowel wall to the 
germ lessens. 

Judging by the great rise in the tuber- 
culous infection curve occurring in chii- 
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dren just about the time they begin to 
crawl around upon the floor, this period 
is probably one of the most dangerous 
for them, and great care must be taken 
that when they play on the floor, as all 
children will wish to do, that it be cov- 
ered by a sheet, for our knowledge of the 
laws of gravity assures us that the ma- 
jority of germs will finally collect upon, 
and in, the carpets and between the floor 
boards, where children, especially in 
their tenderer years, love to play, and 
which they wipe up with their moist lit- 
tle fingers which they so promptly put into 
their mouths. 

He who raises his voice against the de- 
lightful, but unhygienic, habit of kissing 
children on the mouth, or of allowing them 
to be fondled too closely by parents and 
relatives, is sure to raise a storm of senti- 
mental protest, but I am glad to note that 
there is slowly growing a feeling that lit- 
tle children should not be kissed, and when 
this becomes universal it will do a great 
deal to lessen childhood infection. 

Another common but unhealthy house- 
hold habit must be given up if opportun- 
ity for infection is to be lessened—I re- 
fer to the habit of mothers and nurses 
feeding children with their own spoons 
or forks, from their own plates, a habit 
as dirty as it is natural. When taught 
that the pathogenic bacterial flora of the 
cleanest mouth contain pneumococci, in- 
fluenza bacilli, and strepto- and staphylo- 
cocci, all intelligent mothers, and some of 
the better class of nurses, will desist. But 
the harm done in this way among our 
lower classes must be great. 

Necessary as it is to prevent unhy- 
gienic habits, in order to prevent the occur- 
rence of infection, it is more important, I 
believe, to so carefully regulate the child’s 
life and attend to its hygienic and 
physical education, that its resisting power 
be kept high, thus rendering harmless 
those germs whose introduction we are 
so little able entirely to prevent. Here 
comes the opportunity for the wide-awake 
family doctor, who should, at least bi-annu- 
ally, carefully inspect the noses, throats, 
pharynxes, ears and tonsils of the chil- 
dren under his care, and be able to detect 
adenoids or bad tonsils, to note and cor- 
rect beginning spinal curvatures and tho- 
racic deformities, and who will recognize 
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that a Harrison’s groove, or a funnel, 
speaks for obstruction to the entry of air 
in the chest in a child, whose bones have 
been softened by improper nourishment, 
and who by an adequate diet, adenectomy, 
tonsillectomy and properly, purposefully- 
directed pulmonary, spinal and other gym- 
nastics, can remove the harm before the 
little soft bones of childhood have set hope- 
lessly into deformed positions which in 
adult life, by limiting lung motion, give 
opportunity to the ubiquitous bacillus. 

After the child stops crawling upon the 
floor and walks around, a perilous time 
comes when he, or she, goes to day school, 
for the hygiene of our private schools, 
and of too many of our public schools, is 
woefully deficient. How often does a 
healthy, rosy-cheeked child, after he has 
begun school, come home complaining of 
headaches due to the long hours and to 
badly-ventilated, over-crowded, over-heat- 
ed school rooms. How often do its cheeks 
become pale and its little back begin to 
stoop, while its eyes suffer! We should all 
watch the children of our patients closely 
at such times, and make it a point to 
inspect their school rooms and school con- 
ditions, and if possible to correct their 
faults. 

Above all, however, we should encourage 
outdoor schools, the wonderful effect of 
which upon delicate children many of us 
have seen. Valuable as education is, no 
amount of it can pay for ruined constitu- 
tions, deformed bodies or acquired infec- 
tions; and there is no excuse for condi- 
tions in our schools today which too often 
resemble those which must have existed in 
the Middle Ages. Since we know now that 
the best education can be acquired with no 
harm but rather benefit to the pupil’s phy- 
sical health, and since such unhygienic 
schools are a remedible evil, let our pro+ 
fession take pains to see that all schools in 
the community give their pupils proper 
hygienic conditions; or, if the doctor finds 
that he cannot secure such for the children 
of a family he cares for, let him see that 
they be removed from such school, even if 
they have to be taught at home. 

While it is probable that tuberculous in- 
fection has usually occurred before board- 
ing-school age comes, the conditions here 
too often give the depressing factor which 
enables the earlier acquired infection to 
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break forth. The histories of my women 
patients have convinced me that there is at 
least one great advantage in boarding 
schools for girls, in that the regular hours 
and system which are so lacking in the 
bringing up of our girls at home, are here 
enforced, and I find that most women will 
weigh their best weight and show their 
best health during boarding school days. 
But I have seen too many girls broken 
down at school, usually in their strenuous 
last year, by over-ambition, or violent ath- 
letics, and too many cases of tuberculosis, 
usually, unfortunately, of an acute type, 
originating there, to be able to regard 
boarding school life as hygienically per- 
fect. 

With boys, over-exertion in athletics, 
over-study at times, and too often dissipa- 
tion, take their toll; while at times too 
small, ill-ventilated bedrooms, with too 
many occupants, or at other times sick 
roommates, result in not a little tubercu- 
losis’ originating here. Every child when 
it goes to, and returns from, boarding 
school should be carefully gone over by the 
family doctor to see that its health is not 
impaired; and the rule, now becoming so 
common, that no teacher with tuberculosis, 
or with a chronic cough, be allowed to 
teach in any school, should be strictly en- 
forced. 

Thus I have briefly outlined the dangers 
which surround mankind in the early years 
when a tuberculous infection is usually ac- 


- quired. I have shown what we should do, 


not to prevent, for I do not think this cer- 
tainly desirable, even if it were possible, 
but how to control this infection, and how 
by holding the patient’s vitality at a high 
point to increase his resisting power s0 
that the infection, if it has occurred, will 
lie latent and do the minimum of injury. 
In view of modern scientifically deter- 
mined facts, we must view tuberculosis in 
a double light. First, as a latent infection 
or condition, which affects everyone and 
which is not to be unduly dreaded, which 
indeed brings with it a certain degree of 
immunity for its host, and which demands 
that that host be kept in childhood and 
later keep himself, at the highest point of 
physical perfection, so that the germ may 
get no foothold. Secondly, we may regard 
it as active infection, or disease, which 
manifests itself by signs and symptoms 
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from the very earliest, easily overlooked 
even by the most expert, to those far ad- 
vanced, which can be diagnosed by the 
most careless physician, or even by an in- 
telligent layman. 

The doctor’s duty then toward tubercu- 
losis is not merely to treat the disease 
when it makes itself manifest, however 
early his diagnosis, and however well he 
may have mastered its treatment, but to 
keep his eye closely upon the general health 
of his ostensibly well patients, and espe- 
cially upon the children of his families, 
and to see that their hygiene, their meth- 
ods of living, their surroundings, their 
studies, etc., are so wisely regulated and so 
hygienically prescribed, that the infection, 
which we may safely assume they have 
acquired by fourteen, will be rendered as 
harmless and barren of results as it often 


When we look at tuberculosis in this 
light we see, what I have often stressed be- 
fore, that its treatment is primarily a hy- 
gienic and a sociological problem, rather 
than a purely medical one, and that every- 
thing which lessens poverty, improves con- 
ditions of living, disseminates education 
and information, cheapens and improves 
the quality of food, inculcates proper hy- 
gienic habits, works to lessen the fitness of 
the soil for the growth of this germ. As 
modern science develops, the doctor is be- 
coming more and more a hygienist and a 
teacher, less and less a treater of active 
sickness, and the body politic, for lack of 
the scientific information, turns to him, 
and can turn with faith and confidence, to 
show them how to live and how to protect 
themselves from their own ignorance or 
folly. What the effect of such hygienic 
instruction will be upon the pecuniary re- 
sults of the doctor’s calling, I cannot say. 
But whether we like it or not, this change 
in the doctor’s position is coming, and we 
must be prepared to accept it. Such sec- 
tions as there are the ones that will first 
have to meet these problems, and it seems 
that it would be appropriate if the motto 
of the Section on Public Health were “Pre- 
vention is better than cure.” 


DISCUSSION 

Dr. W. L. Dunn, Asheville, N. C.—Dr. Minor 
has covered this very important subject so thor- 
oughly and so completely that in the opening dis- 
cussion of his paper I feel that it can be little 
More than a formality, and that the only thing to 
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add is to emphasize still further, if it can be 
done, the importance of childhood infections, 
not only as a general problem but in the indi- 
vidual ones. 

I sometimes am struck with the fact that the 
prevalence of tuberculosis infections occurring in 
so many instances are a commentary upon the 
efficiency of our present measures of prophylaxis 
and that it probably doesn’t speak very well for 
our educational propaganda and for the efficiency 
of what we have done, because, so far as I know, 
there is nothing yet to show that tuberculosis, 
the incidence of tuberculous infections in child- 
hood, is iess now than it was fifteen years ago. 

However, we know this: that we have swung 
from one extreme to the other; first we have set 
the world on fire with their fear of infections of 
tuberculosis; we then pictured every tuberculous 
individual as a sort of sneering devil that was 
dangerous to come anywhere near, and then we 
found we had gotten a lot of trouble and found 
we were not telling the truth, and then suddenly 
got the idea that nobody got tuberculosis in adult 
life; that it was only a childhood infection,—a 
sort of back swing from one to the other. The 
people have been very generous to us, however, 
and we have been able to hold their confidence 
in spite of this marching up and down the hill, 
but don’t let’s go too far with this childhood in- 
fection business. It’s true, let’s emphasize the 
importance of childhood infection, the great num- 
ber of people who are infected in childhood, but 
don’t let’s be so cock-sure that adult infections 
don’t occur or occur with such great infrequency; 
I believe we may have occasion to march up the 
hill a little way again, or down, or whatever 
way we are going—I don’t know whether we are 
going up or down just now—but I’m a little afraid 
we may have occasion to do one or the other 
again; and besides, I think it is going to help 
us a lot in our prophylaxis measures not to place 
all the responsibility upon the child. And it’s 
quite possible—I think we all have the impres- 
sion of tuberculosis as a chronic disease, and to 
eradicate all childhood infections and to work 
tuberculosis into an acute disease I think is a 
danger we can well take the risk of; but I think 
that the placing of childhood infections is not a 
very great one. 

Now, one more point I want to emphasize. It 
is a little dangerous one to make, and perhaps 
will be rather an unpopular one. It is very com- 
monly said that the sanitarium for the tubercu- 
lous is the safest place in the world. Now, 
that’s true for adults, but I want to protest that 
the sanitarium for tuberculosis, open tubercu- 
losis cases, is no place for well children. Now, 
I want to insist on that. We preach so much 
about sanitariums’ being the safest places in the 
world; that’s all right so far as adults are con- 
cerned, but -it isn’t so far as children are con- 
cerned. Every one should be as careful -with 
his children as he can be. We have got to 
teach people that the shortest road to the child, 
in the infection of the child, is anything that can 
possibly go into his mouth; we have got to be 
very careful about teaching them about the kiss- 
ing of the hand. I would rather anybody kiss 
my baby on the mouth than on his hand, because - 
if anybody has got it he’s going to get it from 
his hand into his mouth, and he’s going to shove 
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it down into his mouth just as far as it can go. 
Now, that’s a fact. We teach them to protect 
their mouths. Well, their hands drop on the 
arm of a chair, the little chap comes along with 
that little mouth on that arm of the chair. I 
have my own little baby, gentlemen, in a sani- 
tarium, and one of the most careful patients I 
have ever seen did that very thing—she put her 
hand up to her mouth to cough and dropped her 
hand to the arm of the chair and my baby came 
right along and caught that infection. I think 
these are points well worth remembering. And 
I want also to say that my patients that I have 
had,—and I have had lots of them,—have set a 
very poor example. 

Dr. John J. Lloyd, Catawba Sanatorium, Va.— 
There are a few points Dr. Minor brought out 
that seem to me so important that I would like 
to try and stress them again. The first one was 
about the importance of destroying the bacillus. 
I saw a case very recently that illustrated that 
more clearly than anything 1 have seen in a long 
time. A year and a half ago I made a diagnosis 
of incipient tuberculosis in a mother and I ad- 
vised her to go into the sanatorium. She de- 
cided to go and she went back home and the 
family physician told her she didn’t have tuber- 
culosis and she accepted his diagnosis. She had 
a very definite right apex, she had mild symp- 
toms, not marked symptoms, but she had a cough 
and she was three pounds above weight—that’s 
what threw the family physician off, I think— 
but anyhow she continued coughing. Last Christ- 
mas her little girl, six years old, developed an 
acute abdominal condition,. vomited severely a 
week or ten days, then ran a marked tempera- 
ture; I saw the child a month or two ago—she 
had a right base that was markedly infiltrated, 
had a cough. I got a specimen of-sputum and 
it showed positive. The mother was admitted 
to the sanatorium as a moderately advanced case 
in May, and with a larynx which showed ulcera- 
tions. That brings a concrete example of caring 
for the mother. If that mother had been prop- 
erly instructed and watched so that she would 
have taken care of herself and her bacilli, I don’t 
think that child would have broken down. 

I don’t believe too much can be said about 
cleanliness in the matter. Dr. Minor stressed 
that point, but I want to stress it again and 
you know windows were put in the homes by 
some people simply for light, and we doctors are 
in a very large measure responsible for that at- 
titude. I know last night I felt like closing up 
my windows. But we ought to teach our patients 
the importance of proper cleanliness and ven- 
tilation. We are much more careless in raising 
our children than in caring for any of our do- 
mestic animals,—our horses and our cows. Most 
of us let our children run until they are exhaust- 
ed, let them eat anything they want to eat and 
yet we expect them to go along and raise them- 
selves. I’m not talking about our doctors, spe- 
cially, but lots of us do that, but I’m talking 
about the homes in which we practice, and we 
ought to teach more hygiene in the home. When 
we are trying to control tuberculosis by catching 
the bacilli and destroying them, we have to use 
very specific and plain talk in instructing our 
patients. 

Up in Virginia, we are trying to carry on a 
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campaign of education among the school chil- 
dren and a thing happened not long ago that 
struck me as being right funny, but teaching us 
a good lesson. In one of the schools, one of the 
members of the State Board of Health,—I think 
it was the Health Commissioner,—gave a talk, 
and in telling the children the importance of 
covering the mouth to catch the spray, when 
coughing or sneezing, as a means of preventing 
colds, grippes and such things, he said: “Ii you 
can’t get your handkerchief over your mouth 
and you have to sneeze or cough, then get your 
head over and cough out or sneeze on the floor,” 
One little child went home and the mother asked 
what she had heard in school, and she said: 
“Doctor told us to lean over and cough and spit 
on the floor.’ That’s a sample, and we have to 
be careful to avoid that sort of thing. 

Just in closing, I would like to ask Dr. Minor 
if he believes in the rule of raising children on 
“sweet sixteen and never been kissed?” 

Dr. Minor: It’s a very good rule. 

Dr. S. M. Woo, Chang Chow, China.—I know of 
one family that’s very large. It has about forty 
members, and six brothers are all married and 
they lived together, and the second brother has 
a wife who contracted tuberculosis and after five 
years’ sickness she died. 


Dr. Minor: Had she been cared for? 

Dr. Woo: Very poorly, and very poor prophy- 
laxis, too; they were very ignorant. Then about 
two years after this, this patient is the mother 
of the second family, as we call it, she had two 
sons and two daughters, and the oldest son had 
married. Two years later the daughter-in-law 
came down with tuberculosis. In the meantime 
she had no other contact with any other case, be- 
cause she never left the home and there was no 
tuberculosis in that home, and then she died after 
about three months’ sickness. Then the second 
daughter came down with tuberculosis about ten 
years later, and probably she also got it from 


‘the mother, because she didn’t associate with 


outside people at all,—that’s the custom, consid- 
ered, for women to stay at home, Then the 
youngest daughter, who came to see the mother, 
lived in the country, and she is now having tu- 
berculosis after fifteen years. Now, from this 
case, although it is not conclusive, I think it is 
at least suggestive of a few points. In the first 
place, both sons are all right. In the second place, 
it shows that very intimate association is neces- 
sary for contraction of the disease, other things 
being equal, because all the other members of 
the family all escaped, because these five others 
didn’t associate with the patients so cosely as 
the daughters and the daughter-in-law; and the 
two sons are all right, because they didn’t as- 
sociate so much because they go out a good deal. 
Then, it also is suggestive of the point that Dr. 
Minor brought out, by reinfection. Evidently 
these three women got the disease during the 
illness of the mother, but they didn’t develop un- 
til two, ten and fifteen years later. It is also 
suggestive of the fact that resistance plays 4 
very important part, because the two sons are & 
good deal stronger than the daughters and the 
daughter-in-law, and also they lived more out of 
doors; and from this, I think, although it is not 
at all conclusive, we can see that it does illus 
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trate reinfection, intimate association and resist- 


ance. 

Dr. A. T. McCormack, Bowling Green, Ky.—In 
the discussion of Dr. Minor’s paper—and I don’t 
think I have ever listened to one which gave me 
more food for thought and consideration, — it 
prought to my mind an incident I recently saw 
in Mason County, up in the upper part of Ken- 
tucky, that I thought would be of interest to 
everybody here, and I thought I would tell about 
it. I was driving with the County School Super- 
intendent of one of the consolidated schools, and 
in Mason County every school there has a whole- 
time health officer elected by the pupils in the 
room. He is elected for a term of a month; he 
wears a badge with “Health Officer” on it; he 
has the power of arrest at any time the occasion 
might arise for any violation of any of the health 
regulations. The idea was started by Miss Yan- 
cey, one of the finest women [ ever knew, and I 
take a great deal of pleasure in telling about it, 
because it is one of the most practical means 
of education I have seen, and it is spreading all 
over Kentucky just like wildfire. As we went 
up to the school house, just as we went in,—the 
teacher had no idea we were coming,—an arith- 
metic class had been going on—and everybody 
here knows the importance of arithmetic; you 
know how we were tortured with the thing, solv- 
ing impossible problems that never could, would 
or should happen, during all of our early years, 
while all reasonable ideas we would probably run 
across were carefully excluded. Well, a lesson in 
arithmetic had been going on, and there was a 
wise teacher in that room. The Health Officer 
had just arrested a boy for the remarkable crime 
in that town of sneezing without putting a hand- 
kerchief or piece of paper over his mouth (great 
applause), and the teacher suspended the class 
of arithmetic, summoned a jury of six pupils in 
the other room who didn’t see the thing commit- 
ted, and the trial was just starting. One pupil 
was appointed to represent the criminal, another 
the commonwealth, and the evidence was pre- 
sented to the jury and the jury arrived at a 
verdict that the boy was guilty, and he was sen- 
tenced to clean the sanitary privy, with which 
that school was provided, and to put the water 
in the toilet for three months. 

Now, that statement answers a great many of 
the things that are problems to all of us. That 
thing done in that county has already a response; 
the response has come about already,—it is im- 
possible and it is unthinkable that a legislator 
could go from Mason County that didn’t believe 
in advanced legislation along health lines; he 
couldn’t go to the Legislature and come back to 
his people and hope to explain to them any dere- 
liction of duty as far as public health was con- 
cerned while he was a member of the Legislature 
and expect to be re-elected, because they have 
an amount of intelligence in the mass of the 
public in Mason County, in their homes, that has 
been brought there by the children, that already 
Makes it impossible that such a man _ should 
Tepresent them. They can’t help adequately sup- 
Porting their Board of Health because public 
sentiment has responded in such a measure in 
the short time that this system has been in op- 
eration; it has already responded in such manner 
that they have been able largely to increase all 
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their health work and very greatly decrease their 
sick and death roll. This is a matter of tremen- 
dous importance. 

Now, Dr. Sloan, in his excellent paper this 
morning, and Dr. Minor, in a different sort of 
way, are stressing two points in the management 
of tuberculosis in the sanatorium or in the home 
that are of tremendous importance, that is, that 
the patient must be put in such condition when 
he has it,—kept in such condition or put in such 
condition that he again becomes an economic 
unit in society. I think Dr. Sloan’s statement in 
regard to the management of the sanatorium in 
such a way as to teach the individual to be a 
propagandist at the end of his term in the sana- 
torium is of the greatest importance. The only 
objection I have to the proposition is that it ap- 
plies only to the tuberculous. And it seems to 
me that we should call the tuberculosis sanita- 
riums “schools for the tuberculous” instead of 
sanitariums, in the sense of the word that they 
are merely custodians of advanced cases; that 
they are really schools where people have tuber- 
culosis and therefore are interested in it, and 
are taught, as pupils in the normal schools are 
taught to be school teachers, to be health teach- 
ers back at home, if they live long enough for 
that purpose. 

I agree very fully with the statement of Dr. Shoul- 
ders, and if I had $200,000.60 and only $200,000.00 
to use in the prevention of tuberculosis, I would 
not build a sanitarium first with the money. I 
believe that the building of sanatoria is a very 
important part of the campaign, but I believe it 
will come later on. Where used now, where 
used at first, because of the limited amount of 


‘funds in hand, its chief value, as far as the larg- 


est part of the public is concerned, is that it 
brings to their attention the method and impor- 
tance of prevention of tuberculosis,—it is the 
publicity that comes from the sanitarium rather 
than the work done in the individual case, ex- 
cept insofar as the inmates of the sanitarium 
are taught to be teachers and to go back home 
as propagandists for the methods that have been 
properly taught there, and that, to my mind, is 
the great good of the sanitarium to the home,— 
I mean, to the public; but the sanitarium, the 
value of the sanitarium, is multiplied more by 
just such management as Dr. Sloan detailed this 
morning -than any other one thing I have yet 
heard of in sanitarium management. 


I was in the Lincoln school at Lexington, Ky., 
the other day,—a magnificent school. Every 
child in that school of tuberculous parentage, or 
who has any symptoms of tuberculosis, is in a 
special room up on the roof, in the open air, 
with wonderful facilities for the proper building 
up of his or her system. They get hot lunches, 
hot milk, regular exercise, their clothing is care- 
fully laundered. This splendid care is lavished 
on tuberculous suspects or prospects. Why not 
apply it to every child in every school? The 
outrageous thing about this common school prop- 
osition as it is generally conducted, just as the 
outrageous thing about the high school, college 
or state university, in fact with practically every 
public school in the United States, is that they 
are not teaching the normal pupil how to live 
and what to do. Let your child here in Georgia 
go eight years through the common school, four 
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years through the high school, through the States 
University and Yale, Harvard or any of the great 
institutions, and they may learn enough to be 
Christian Scientists or some other faddists; they 
may get enough higher education to believe there 
is no disease,—to persuade their imaginations as 
to any of the things that the faddists have 
learned to believe and that are most commonly 
found in our great educational institutions and 
not amongst those, in our conceit, we are pleased 
to term the ignorant; but the time has come for 
you and me to insist that our school superin- 
tendents will do what Miss Yancey is doing— 
make available to every single child that i8 the 
ward of the state the knowledge of how to live 
and what to do that will prevent them from dis- 
seminating disease when they themselves are the 
victims of it. . 

Dr. L. J. Moorman, Oklahoma City, Okla.— 
First, I want to express my appreciation of Dr. 
Minor’s paper. I am personally interested in 
this subject because I have some little girls of 
my own, and I am in touch with many children 
in whom I am interested. 

What Dr. Shoulders has said about sending 
nurses into the home is good. There is no doubt 
about the efficacy of this method of tuberculosis 
control, and yet, in the state to which he re- 
ferred, with five thousand deaths from tubercu- 
losis in one year, a large part of the population 
consists of colored people,- and those who have 
had experience in the management of tubercu- 
losis know at once that it would be necessary 
to put a nurse in the home and keep her there 
constantly on the job t» teach people of that 
type how to control or protect, for instance, the 
cnildren there from tuberculosis. You can’t g0 
into a home and tell an individual even with av- 
erage intelligence how to control ciuberculosis 
end go away with implicit confidence in the fact 
that they are going to do it. The control of tu- 
berculosis might be compaied to what the sur- 
geons have spokea of 2s surgical conscience or 
surgical cleanliness, and it takes training to ar- 
rive at this. Those who have had experience in 
the sanitarium management of tuberculosis are 
perhaps more impressed with this fact. It takes 
two or three months to teach people of average 
intelligence even in the sanatoriums how to be 
eareful and how to protect others from tubercu- 
losis. They forget; they are told today and they 
attempt to do what they are told today, but to- 
morrow they forget and it requires constant 
repetition. I believe that if this problem is ever 
solved it will be solved through both sanitarium 
and house-to-house visitation and instruction. 

I believe there is one province in the world 
where tuberculosis has been practically stamped 
out, and that is the Province of Victoria, in Aus- 
tralia, and it has been done through government 
control in the home and in the government :- 
stituticns. The patients in the home with tuber- 
culosis are isolated and they are under govern- 
ment inspection. If they are found breaking the 
rules under which they were placed there, the 
second or third time they are required by law 
to enter an institution where they are under con- 
stant control. In addition, the people in this 
province have learned to live in the open air; 
they sleep out of doors, and consequently this 
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is comparatively free from _ tubercu- 
osis. 

They also have a law requiring examination 
and health certificates from every individual who 
moves into the province. So, I believe if we ever 
control the spread of tuberculosis it must come 
through concerted action and the combination of 
sanitarium treatment and the home treatment of 
tuberculosis, 

In connection with Dr. Minor’s paper I have 
seen two things recently of interest. One is the 
report of a series of experiments by Dr. A. K, 
Krause, of Saranac Laboratory, showing the dif. 
ference in the virulence of the tubercle bacilli in 
two strains, both of which he has worked with 
for a number of years; he finds invariably strain 
37, I believe it is, in the guinea pig doesn't 
produce death, and with the other strain he in- 
variably gets death in the guinea pig; and the 
fact that he has carried it along for such a long 
time renders his experiments more, valuable, 
Another is the work of Professor Ghon, formerly 
of Vienna, on “The Primary Focus of Infection in 
Children.” 

Dr. Minor (closing).—I have only a few words 
to say in closing. We have abundant scientific 
evidence as to childhood infection in tuberculosis, 
and we also know how to prevent such infection, 
Further, we have very good evidence that adults 
get a considerable amount of protection from 
acquired immunity, since the adult is already in- 
fected and since he has a considerable resisting 
power to the disease, the essential thing is that 
we turn our attention to the child. 

Dr. Woo’s case is a most interesting one, show- 
ing how necessary was intimate household con- 
tact for a long period of time to bring about any 
infection, and how well the adult resisted infec 
tion though exposed to it all the time. 

Dr. McCormack’s remarks on the American 
spitting habit are most excellent, and I only wish 
we could have all our children trained to think 
that promiscuous spitting was nasty, for this is 
the only way I can see of eradicating this habit. 
The weight of public opinion will do much more 
to stop it than all the laws that we can pass. 


TRACHOMA: A DISEASE OF EQUAL 
IMPORTANCE TO THE OPHTHAL- 
MOLOGIST AND PUBLIC HEALTH 
OFFICER AND WHAT THE GOV- 
ERNMENT IS DOING TO 
ERADICATE AND PRE- 
VENT ITS FURTHER 
SPREAD* 
By JOHN McMULLEN, M.D., 
Surgeon, U. S. Public Health Service, 
Lexington, Ky. 


Trachoma is a form of conjunctivitis 
which originates exclusively in infection 


*Read in Section on Public Health, Southert 
Medical Association, Tenth Annual Meeting, At 
lanta, Ga., Nov. 13-16, 1916. 
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from a trachomatous to a non-trachomat- 
ous eye. It is extremely chronic, lasting 
months and years, and, without interfer- 
ence, causes serious and permanent im- 
pairment of vision and frequently total 
blindness. The secretion is the medium 
which transmits the infection. 

The history of trachoma dates back to 
antiquity and. it has been customary to 
regard Egypt as its cradle and historic 
birthplace. It has been said that the or- 
igin of the disease might be summed up 
in the sentence: “Trachoma is as old as the 
Nile, the Simoon and the desert.” Its 
communicable nature was known and 
feared by the Greeks centuries ago. It 
was even believed that the disease might 
be acquired by merely looking at an in- 
fected eye. 

Out of all the confusing and contradic- 
tory observations which have been made 
in connection with trachoma, the com- 
municable character of the affection stands 
today clear and undoubted. The terrible 
epidemic which raged over Europe dur- 
ing the last century rendered thousands 
of people blind in both the military and 
civilian population. 

The distribution of the disease is world- 
wide and we are beginning to realize that 
our own country harbors the infection to 
an alarming extent and there is plenty of 
evidence that this disease is on the in- 
crease. A routine examination of our In- 
dian reservations by the Public Health 
Service showed that many of them were 
_ heavily infected and the disease has also 
been found in various sections of the coun- 
try. Trachoma is found extensively in 
the Appalachian Mountains, with the 
heaviest infection where the states of 


Kentucky, Virginia, West Virginia and. 


Tennessee are adjacent. 

A survey made by the Service in 23 
counties in eastern Kentucky showed that 
1,280 out of a total of 18,000 people ex- 
amined were suffering from trachoma,—- 
that is, about 7 % of the total number ex- 
amined fad trachoma. Of the number 
examined in this survey, 16,696 were 
school children. The type of the disease 
found was severe and its mutilating ef- 
fects are seen everywhere. It would be 
difficult to anpreciate the suffering and 
disastrous effects of the disease in Appa- 

hian America without actually seeing 
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these cases and witnessing the pathetic 
sights they present. It is here that most 
of the cases have gone without proper 
aid, and many without any at all. 

The disease, untreated, lasts practically 
throughout the life-time of the individual, 
a constant bodily discomfort to himself, 
damages his eyesight and constitutes him 
a menace to his neighbor. Add to this the 
danger of its spreading on account of its 
infectious nature, and we appreciate what 
a veritable scourge it is in those regions 
in which it is endemic. 

Like all communicable diseases, tra- 
choma spreads in barracks, penal estab- 
lishments, poor houses, orphan asylums, 
etc. Outside these institutions, however, 
the same conditions are found where peo- 
ple live crowded together and pay no heed 
to the commonest hygienic precautions— 
ideal conditions for the propagation of 
trachoma and other communicable dis- 
eases. 

The secretion, the medium transmitting 
the infection, is conveyed by the use in 
common of such infected articles as tow- 
els, handkerchiefs, bed linen, etc. 

Since the etiology of trachoma remains 
an unsolved problem and the diagnosis 
rests upon clinical evidence and more or 
less personal opinion, the endless question 
of differential diagnosis between trachoma 
and follicular conjunctivitis continues. 
When this question arises the case is at 
least suspicious and should, for public 
health purposes, be regarded as a case of 
trachoma until it has been proven other- 
wise. A child should not be permitted 
to attend school if he is classed as active 
trachoma or suspicious until cured of tra- 
choma or the doubt of its existence re- 
moved. 

As a result of the investigations by the 
Public Health Service into the prevalence 
of trachoma in the Appalachian Moun- 
tains, the Service was requested by the 
boards of health of the several states to 
undertake the eradication and control of 
this disease. 

The work was first commenced in Ken- 
tucky, in 1912, in co-operation with the 
State Board of Health and afterward ex- 
tended to the mountain sections of Vir- 
ginia, West Virginia and Tennessee in the 
order named. 

In considering the problem of the con- 
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trol of trachoma, it was realized that the 
chronic nature of the disease, the wide- 
spread infection and the conditions under 
which the work would necessarily be done 
would be great difficulties. An acute com- 
municable disease could be quarantined 
until its termination by either recovery 
or death, but where the duration of the 
disease was one of years this was not to 
be thought of. 

The people among whom this work was 
to be done have been described by Dr. 
Frost as “the super rural” and “our con- 
temporary ancestors in the Southern 
mountains,” and of whom Mr. Fox says: 
“People who have been among the South- 
ern mountainers, testify that, as a race, 
they are proud, sensitive, hospitable, 
kindly, obliging in an unreckoning way 
that is almost pathetic, honest, loyal, in 
spite of their common ignorance, poverty 
and isolation; that they are naturally ca- 
pable, eager to learn, easy to uplift. Amer- 
icans to the core, they make the Southern 
mountains a storehouse of patriotism; in 
themselves they are an important offset 
to the Old World outcasts whom we have 
welcomed to our shores: and they surely 
deserve as much consideration from the 
Nation as the Negroes, or as the heathen, 
to whom we give millions.” Among these 
people large families are the rule, and 
often a dozen live, sleep, cook and eat in 
a small cabin of one or possibly two rooms. 

The custom of using the common fam- 
ily towel, wash basin, bed linen, etc., and 
the lack of individual toilet articles are 
further hindrances in this work. 

Any plan to bring relief had to take 
into account these difficulties and the fact 
that many of the people live long distances 
in the mountains and far removed from 
railroads. 

In the commencement of the work of 
eradication it was realized that, if any- 
thing like satisfactory or permanent re- 
sults were to be obtained, it must be by 
properly and skillfully conducted surgical 
proceedings and hospital care. The ques- 
tion of prevention is almost wholly one 
of education. Eradication is a big task, 
but that of education is far more difficult. 

The plan adopted, therefore, was the es- 
tablishing of hospitals in the infected dis- 
tricts where they would be most accessi- 
ble to those needing the help. 


The first hospitals were established in 
1913 and were about 25 miles from the 
railroad, and some of the supplies were 
hauled 45 miles across the mountains. 

The Service now has a total of six hog. 
pitals in Kentucky, Virginia, West Vir- 
ginia and Tennessee with a capacity of 
120 patients, each hospital having about 
twenty beds. Six physicians who have 
had special training in eye work and a 
complement of trained nurses and attend- 
ants are on duty at all times to care for 
these cases. 

These hospitals are situated at Jack. 
son, London and Pikeville, Ky.; Coeburn, 
Va.; Welch, W. Va.; and Tazewell, Tenn. 
Upon admission to the hospital each pa- 
tient is informed of the communicable na- 
ture of his disease and cautioned not to 
transmit it to others. Individual towels, 
basins, cups, etc., are furnished each pa- 
tient for use during the stay in the hos- 
pital. Spitting upon the floor, a universal 
custom, is forbidden, and cleanliness is 
insisted upon. The doctors and nurses 
make regular talks to the patients in the 
hospitals on various public health sub- 
jects and the reason why the Government 
maintains the free hospitals is explained. 
The hospitals are conducted in such a 
manner as to give an object lesson to the 
patients, and upon returning home it is 
hoped they will emulate the example. 

Dispensary patients are told the nature 
of their disease, the necessity of using in- 
dividual toilet articles and given a copy 
of the trachoma pamphlet. After being 
treated all patients are furnished with a 
clean gauze handkerchief. 

The doctors and nurses do district work 
and visit the homes in the remote sections 
to follow up some of the hospital cases, 
and to induce others to come in for treat- 
ment, etc. 

The educational part of the work is 
also furthered by talks in schools, court- 
houses, churches, teachers’ institutes, etc., 
and the distribution of popular trachoma 
literature on the nature and prevention 
of this disease. 

During the fiscal year ended June 30, 
1916, 3.571 homes with a total personnel 
of 25,000 had been visited in this man- 
ner. During ten months of this period 
one district nurse rode over 4,000 miles on 
horseback. 
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McMULLEN: TRACHOMA—A DISEASE. OF EQUAL IMPORTANCE, ETC. 


The water supply of 2,820 homes was 
as follows: wells, 1,338; cisterns, 2; 
springs, 1,459; and branch water, 21. 

The toilet arrangements for 2,696 homes 
were: sanitary closets, 17; surface clos- 
ets, 397; and no accommodations, 2,282. 

In sparsely populated districts this 
nurse often rode 20 or 30 miles in a day. 
Some pathetic sights were witnessed when 
she found typhoid fever, tuberculosis or 
neglected obstetrical cases sorely in need 
of care, and she often delayed to give a 
bath or otherwise lend the helping hand 
of a good woman and a Well trained nurse, 
leaving those good and honest but neg- 
lected people to wonder what changes 
could be wrought by knowing hands. 

During the twelve months ended June 
30, 1916, five of these trachoma hospitals 
(the sixth was established in August, 
1916) had a total daily attendance of 19,- 
530, and 112,055 individual treatments 
were given. There were 1,880 patients 
admitted to the hospitals and 1,687 opera- 
tions were performed. Of this number 
1,153 were performed under local and 534 
under general anesthesia. 

In addition to the work done at the 


hospitals, field clinics have been held in 
various sections for the purpose of arous- 
ing local interest and* demonstrating to 
the doctors the various stages of the dis- 
ease, its sequelae, the diagnosis and treat- 
ment. This is done in the hope that one or 
more of the doctors will take up and con- 


tinue the work in his community. In a 
number of places this is now being done 
and regular trachoma clinics are held as 
the result of the Service field clinic. The 
field is such a wide one that this is neces- 
sary to accomplish the desired results. 

These six trachoma hospitals are also 
used for educational purposes. Doctors 
and others interested are urged to visit 
them and see in detail how trachoma and 
its various sequelae are treated, and learn 
to perform the simpler operations. 

The hospital yards are kept in good 
condition and not a little attention is paid 
to planting grass, flowers, etc., at all of 
the hospitals. At those hospitals where 
water closets are not used, a practical 
form of sanitary toilet is in operation for 
use of the patients and to demonstrate to 
them what can and should be done at 
their homes. Only active trachoma is ad- 
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mitted to the hospitals, but in the dis- 
pensary a great variety of conditions and 
diseases of the eye are treated among 
those who are either too poor or too re- 
motely situated to consult a specialist. 
The ages of our trachoma cases vary from 
babyhood to old age. Our records show 
that at least one-half of the trachoma 
cases have impairment of vision. Ulcer 
and corneal opacity occur in about 25 % 
of the cases; pannus is present in 20 %; 
and photophobia was recorded in 33 1-3 %. 
Entropion and trichiasis were noted in 10 
to 15 % of the cases. 

The impairment of vision ranged be- 
tween slight defects to total blindness. 
Treatment of trachoma is surgical in the 
great majority of cases and retention in 
a hospital varies according to its dura- 
tion, severity, complications, etc. 

In children, when seen early, the dis- 
ease usually is readily eradicated, and 
they can return to school in a short time. 
A general anesthetic for the operation is 
usually necessary in small children and, 
when tonsils and adenoids are found re- 
quiring removal, this is usually done at 
the same time. The older cases require a 
longer time to effect a cure and post-op- 
erative treatment is necessary for a longer 
time. 

As trachoma frequently has a latent 
period without subjective symptoms, it is 
often found, particularly in children, much 
to the surprise of the parent and child, 
thus emphasizing the importance of rou- 
tine school examinations. In this way the 
disease is found in its early stages, and 
when it is usually readily removed before 
the corneal complications occur and with 
the minimum of days lost from school. 

The operation employed for the cure of 
trachoma is a form of grattage, but the 
amount of traumatism depends entirely 
upon the individual case in hand, and 
what would be quite sufficient in one case 
would be inadequate in another. 

The aim is to remove the abnormal tis- 
sue from the entire conjunctiva, and the 
operation is to be discontinued immedi- 
ately after this has been accomplished. 
With the eyelid fully everted, this can 
be determined by the smoothness of the 
surface and the appearance of the small 
blood vessels. 

Some form of grattage has been prac- 
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ticed in the treatment of trachoma since 
the time of Hippocrates, but upon the 
quality and quantity of this operation de- 
pends the result. 

The operation as performed in the hos- 
pitals conducted by the Service in the 
Appalachian Mountains is done with a 
specially devised forceps for everting the 
eyelid, two small scalpels, horn spoon for 
protection of the cornea, Desmarres for- 
cepts, tooth brush,: bichlorid solution, one 


to two thousand, and plain sterile -gauze., 


After everting the lid thoroughly, the field 
is scarified and the granules incised super- 
ficially with the scalpels, the surfaces gone 
over with the brush and the bichlorid solu- 
tion followed by thorough use of the gauze. 
The operation can usually be done with 
local anesthesia, but in young children 
and very nervous patients a general anes- 
thetic will be required. Immediately after 
the operation the conjunctiva is washed 
with boric solution with the _ eyelids 
everted in order to remove all blood clots 
and thus lessen the tendency to adhe- 
sions. When a radical grattage has been 
done, the eye should be under the surveil- 
lance of the surgeon or qualified assistant 
during the 24 to 48 hours succeeding the 
operation to prevent the occurrence of ad- 
hesions. After-treatment consists of 
cleansing the eyes every three hours fol- 
lowed by the use of 20% Argyrol solu- 
tion. After five or six days, if uneven, 
granular or rough surfaces are present, 


the lids should be everted and brushed - 


lightly with a 1 or 2 % silver nitrate so- 
lution; this to be repeated as often as 
necessary and the individual case _ will 
stand. 

The various sequelae are to be given 
the necessary treatment. Patients suffer- 
ing with entropion, trichiasis, central 
corneal opacities, etc., can often be given 
the greatest relief and their vision in- 
creased by the proper surgical measures. 

From the inception of this work it was 
realized that practically any case of tra- 
choma which had existed for any length 
of time would have impaired vision and 
that some would be benefited by glasses. 
Each hospital was, therefore, supplied 
with trial cases. 

The results obtained in this work are 
extremely gratifying. Adults who had 
suffered from trachoma for years and 


134 SOUTHERN MEDICAL JOURNAL 


were dependent upon their friends or the 
county for support, some being inmates 
of the poorhouse, have been relieved, are 
no longer a menace and have taken their 


places in the community and are earning a. 


livelihood for themselves and family. 
Children unable to obtain an education 
on account of the constant physical suf- 
fering and impaired vision are now in 
school securing an education, something 
which would always have been denied 
them but for the timely interference. 

During the twelve months ended June 
30, 1916, more than a thousand cures had 
been examined and recorded at the hos- 
pitals. This, however, represents only 
those cases which were seen and, there- 
fore, known to be cured. The majority 
of our patients live long distances from 
the hospitals and, once the desired relief 
is obtained, never think of returning for 
inspection. Their history, cards, there- 
fore, are never completed as to the result. 
It is a very conservative estimate that at 
least 50 % more have been cured, and 
who can say’ how many thousands have 
been saved from the manifold miseries 
wrought by trachoma by thus removing 
these many hundreds of foci of infection? 

It must be remembered that a majority 
of the patients treated in these hospitals 
are without means, would otherwise never 
have been given relief, and would have 
remained a menace to the community. 

The results obtained by the methods 
adopted by the Service in the eradication 
and control of trachoma show conclusively 
that this infection can be controlled, and 
the work should be continued until this 
result is obtained. 

The several boards of health, town and 
county authorities and the medical profes- 
sion in those states where this work is be- 
ing done have given their hearty co-op- 
eration. 


DISCUSSION 


Dr. J. A. Stucky, Lexington, Ky.—I do not be 
lieve the average physician living in the moun- 
tains of Kentucky and Virginia, and even in the 
heart of these states, appreciates the gravity of 
this disease, trachoma. We have heard of gran- 
ulated sore eyes all of our lives. In the clinics 
in the large cities we do not meet with these 
cases, and as Dr. McMullen has said, the larger 
number of serious cases are found away back im 


_the mountains twenty-five to fifty miles from & 


railroad. These people are mountain locked; 
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they are held back by civilization and will not 
get help unless it is carried to them. The ma- 
jority of them never saw a railroad; are fright- 
ened when they see and hear an engine for 
the first time. But this is beginning to be 
a national menace; railroads are now going 
to these hotbeds of trachoma and the tra- 
chomatous patients are being brought to the 
cities. Lexington is the gateway to the moun- 
tains of eastern Kentucky, and until the Govern- 
ment service took charge of this work, I was 
seeing cases in increasing numbers every year. 
When I made my first trip I was amazed at what 
I saw and so would you be. It is the duty of 
the medical profession to teach the people to 
become interested in the eradication of this dis- 
ease. It is increasing in central Kentucky. We 
find it in our city schools; we find it in the best 
families, and it is a reproach to ophthalmology, 
to the science of medicine, that the etiology of 
this disease has not been discovered. It is hard 
to get an audience that will listen to a lecture 
or to a description of this disease on the con- 
servation of vision. We can do nothing unless 
we educate the people. We are sending $10,000 
a year across the sea to people who do not 
know our language, and yet we are not spending 
10 cents to save true Americans, the real Anglo- 
Saxons of the race, in the mountains of eastern 
Kentucky and Virginia. The pain, the misery, 
the blindness, the suffering of these people is 
indescribable, and if Dr. McMullen and I were 
to tell you one-half of what we have seen with 
eur eyes, and if these trained nurses could de- 
scribe, what they have seen, it would sound more 
like fiction than réality, and it is time for us to 
wake up and stamp it out as we have yellow fever 
and other diseases. 

Dr. Jobn A. Ferrell, New York, N. Y.—I wish 
to express my appreciation of the work of Dr. 
McMullen in ascertaining the prevalence of tra- 
choma in this country and the excellent results 
he has obtained in bringing the disease under 
control. He is a real pioneer in the field of pub- 
lic health. 

Trachoma has been found prevalent in a num- 
ber of other countries, including particularly 
Egypt and Brazil, where public health measures 
have been undertaken for its relief and control. 
In this entire field the work of Dr. McMullen in 
this country and Dr. MacCallan in Egypt is 
unique. 

While in Kentucky several months ago I vis- 
ited one of Dr. McMullen’s trachoma hospitals. 
It.was a revelation to me to observe the large 
number of patients who had traveled many miles 
for treatment. The severity of the disease was 
quite striking. Many of the patients on entering 
the hospital could scarcely see and found it nec- 
pone constantly to protect their eyes from the 

I am glad to have this opportunity to express 
my appreciation and commendation of the very 
valuable work that has been developed and di- 
rected by Dr. McMullen, It is to be hoped that 
his effective working methods may be adopted 
in other fields where the disease prevails. 

I would like to move that a resolution be 
drafted commending the work of Dr. M¢Mullen 
and urging the legislative bodies of this country 
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to give whatever additional aid may be necessary 
for its proper extension. 

Seconded and carried unanimously. 

Dr. McMullen (closing).—What Dr. Stucky has 
so ably stated about remedying the condition of 
a great many people who suffer from trachoma 
is true. The fact is that these regions in the 
Appalachians have recently come into promi- 
nence on account of coal mining and causing 
railroads to be built, as a result of which those 
people who live in the mountains find their way 
into other communities and they should not be 
permitted to carry with them this communicable 
disease. These people have a right to expect an 
equal chance with their neighbors, and this is 
denied them if they keep their trachoma. 

The public health work which we are doing 
has some advantages in some respects, as the 
relief afforded is often remarkable. In this dis- 
ease we sometimes get rather spectacular results 
in the way of cures, and when a patient returns 
home he advertises the work because he has been 
cured of his trachoma and his vision is markedly 
improved. 

In making a talk some time ago on trachoma 
some one asked what we did with these old 
cicatricial cases, cured so far as active trachoma 
was concerned, but with pannus and all those 
things which we fear as a result. I promptly 
told him that we used them as boosters. With 
the proper entropion operation the pannus usu- 
ally disappears as do the active corneal ulcera- 
tions, and vision is so much restored that the 
patient goes back home practically a new man, 
and that is what I mean by somewhat spectacular 
results. 

I am glad that Dr. Goldberger made the point 
of additional funds for the prevalence of tra- 
choma is far more exiensive than we realize and 
the trachoma campaign should be extended. This 
is particularly true in regard to the field work. 

In the routine school examination, if trachoma 
is diagnosed early and promptly, and properly 
treated, the child can usually return to school 
within two weeks. The average incipient case 
found in the schools is usually not difficult to 
cure, provided the proper surgical methods are 
used. 

We have a number of doctors under treatment 
who have contracted trachoma in the Appa- 
lachians. One of our doctors who was in charge 
of one of the trachoma hospitals contracted the 
disease and has been obliged to discontinue ac- 
tive duty for a time. 
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The Work of the Division of Sanitary Engineer- 
ing of the West Virginia State Department of 

Health. Mayo Tolman, Chief Engineer, West 

Virginia State Department of Health, Charles- 

ton, W. Va. The West Virginia Medical Jour- 

nal, January, 1917, p. 244. 

Public health work should proceed along two 
lines, namely, (a) the reinforcement of the hu- 
man organism in its struggle with disease-pro- 
ducing microbes, and (b) the exclusion of these 
microbes and their destruction in the environ- 
ment. Some diseases, notably smallpox, may be 
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warded off by increasing the vital resistance of 
the human body, while other diseases, as typhoid, 
may be prevented by improving the physical sur- 
roundings of that body. As his training causes 
him to study communities at large, while the 
physician’s viewpoint deals primarily with the 
individual, the sanitary engineer is best fitted 
to control those improvements that are instru- 
mental in warding off disease. 

Sanitary engineering embraces the design and 
construction of all works contributing to the 
public health, and all means of preventing of- 
fensive conditions due to large numbers of per- 
sons living in closely-built-up communities. It 
is the duty of the sanitary engineer to see that 
these public works are so constructed and op- 
erated that they are conducive to health and 
comfort. It quite frequently happens that sani- 
tarians become so enthusiastic over bettering 
health conditions that they lose all sight of rela- 
tive values, and do not balance the cost of bene- 
fits against their value. 

Realizing this, the Division of Sanitary En- 
gineering has at all times carefully weighed the 
benefits to be obtained from any proposed meas- 
ure before urging it upon a community, and has 
endeavored to help towns solve their present 
health problems before forcing others upon them. 
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On the Growth of Medical Knowledge Concerning 
the Malady Known as Infantile Paralysis, Acute 

Anterior Poliomyelitis, or the Heine-Medin 

Disease. Lewellys F. Barker, Baltimore, Md. 

The Charlotte Medical Journal, December, 

1916, p. 257. 

The paper deals with a brief historical account 
of the early descriptions of infantile paralysis 
by Heine and Charcot. The important contribu- 
tions of Medin (1890) and of Wickmann (1905) 
are referred to, and the careful studies of the 
disease in recent epidemics in Europe and in this 
country briefly summarized. The etiology, epi- 
demiology, prevention and treatment of the 
Heine-Medin disease are described in the light 
ef knowledge as it exists at present. 


Two Modern Methods to be Employed in the 
Treatment of Chronic Eczema. Chas. J. White, 
Boston, Mass. Journal of the American Med- 
ical Association, January 13, 1917, p. 81. 

The investigations of the last three years have 
been carried on with the idea of throwing some 
light upon the vexed question of the etiology of 
eczema. The writer has been long impressed 
with the idea that there is some definite and 
possibly explicable cause for the susceptibility 
of certain individuals to external irritants, while 
others, be they infants or adults, when exposed 
to the same noxious influences, remain unaf- 
fected. Thus the work has been pursued upon 
the premise that eczema is produced by an ex- 
ternal irritant working upon a sensitized skin. 
The question to be solved, therefore, was the na- 
ture of the occult sensitizing agent. 

Following the lead of certain pediatrists, work 
was begun to prove or disprove the theory that 
food intoxications were the sensitizing agents in 
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man’s susceptibility to eczema. For this purpose 
the so-called food tests were made on the healthy- 
appearing skin of many people afflicted with 
chronic disease. For the first year and one-half, 
raw foods, representing the various types of 
man’s diet, were inoculated into superficial, clean 
scratches (a positive reaction being represented 
by the formation of a delicate pink papule about 
the seat of inoculation). For the last year and 
one-half, powdered proteins have been employed. 
The result has been to discredit the value of 
these latter agents; but the writer is convinced 
from his now somewhat extended experience with 
raw foods that a positive reaction to carbohy- 
drate, to fat, or to protein should mean the par. 
tial or total elimination of the incriminated type 
of food from the patient’s diet and that in cer- 
tain individuals following such withdrawal there 
is an amelioration of symptoms hitherto unob- 
tainable by previous drug treatment alone. 

The second line of investigation has been mi- 
croscopical examination of feces. It is not ar- 
gued that stools, even of presumably normal in- 
dividuals, may not reveal excesses of undigested 
fat, starch or protein; but these investigations 
have demonstrated that people with chronic ec- 
zema are very apt to show in their feces such 
an excess of starch or fat (apparently never of 
protein) and that following this clue and reduc- 
ing or eliminating the type of food thus discov- 
ered, clinical results, previously impossible te 
achieve by external or internal medication alone, 
have ensued. 


The Diagnosis of Gastric Ulcer. John W. Shw- 
man, Sioux City, Iowa. The Journal of Labo- 
ratory and Clinical Medicine, December, 1916, 
p. 189. 

Gastro-duodenal ulceration is to be only sus- 
pected if the subjective symptoms—hyperacidity, 
hunger-pain, food-ease and hypersecretion—are 
complained of. Physical examination must re- 
veal a raw spot in the mucous membrane. This 
is found ,if present, by the aid of a No. 14 braided- 


- silk cord and lead ball, which is left in the stom- 


ach 6 to 12 hours. The relative size and loca- 
tion is interpreted by this test as well as the 
presence of an ulcer. The use of the duodenal 
tube is also described. For differential and con- 
firmatory gastric tchnic the author lays much 
stress upon Roentgenology. Examination is 
made as the opaque meal passes into the stom- 
ach. Deformities are noticed, especially about 


’ the antrum and pylorus and first portion of the 


duodenum. The most important findings are de- 
formities: (1) a diverticulum, (2) incisura, (3) @ 
deformed cap (all must show constantly through 
a series of records, i. e., plates), (4) hyperperis- 
talsis, and (5) a large six-hour residue are highly 
suggestive. And if in addition (1) is present, 
an ulcer is positive. If a deformed cap or duo- 
denum is present constantly, the diagnosis is 
duodenal ulcer. Two cases are reported for com- 
parative study in differential diagnosis. Both 
complained of “stomach trouble,” and both had 
been, previously diagnosed as “gastric ulcer. 
One had an ulcer of the Guodenum, the other 
had chronic appendicitis. The opaque meals are 
illustrated in the text. Shuman concludes that 
many diseases simulate gastric disease (ulcer) 
until a thorough examination is made. 
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SURGERY, GYNECOLOGY, OBSTETRICS AND 
GENITO-URINARY DISEASES 


SURGERY OF CHRONIC ULCER OF 
THE STOMACH AND DUODENUM ” 
WITH REMARKS ON CANCER* 


By WILLIAM D. HAGGARD, M.D., F.A.C.S., 
Nashville, Tenn. 


The ars mendendi, defined by Hilton 
Fagge as the art of detecting, relieving 
and preventing disease, must concede that 
her hand-maiden surgery has in the last 
two decades done much to encompass the 
brilliant results now obtained in the grave 
diseases of the stomach. Surgery has un- 
covered the real lesions during their ac- 
tive stages in the life-time of the patient 
and written a new pathology. It has es- 
tablished a startling relation between 
ulcer and the dread destroyer, cancer. It 
has disentangled the symptomatology of 
“chronic dyspepsia” and given each en- 
tity its true evaluation. It has after some 
mortification determined that painless in- 
digestion is functional or neuropathic. It 
has about banished the term “chronic 
gastritis” as a blanket diagnosis for the 
multifarious conditions of the upper di- 
gestive tract. “Hyperchlorhydria,” or 
“acid dyspepsia,” has been. correctly in- 
terpreted as duodenal ulcer. 


The stomach tube of the earlier gastro- 
enterologist has been shown to be of as 
little value in the treatment of most 
stomach complaints as the catheter is in 
the treatment of prostatic hypertrophy. 
The elaborate chemical tests have been 
proven of only subsidiary value. The true 
worth of the carefully-taken clinical his- 
tory has been triumphantly verified and 
its relationship to the lesion firmly estab- 
lished. The X-ray has been utilized as an 
uncanny but truth-telling witness in the 
gastro-intestinal tract; and finally surgery 
has evolved a perfected and highly ef- 
ficient series of operative procedures to 


*Oration on Surgery, Southern Medical Asso- 
Annual Meeting, Atlanta, Ga., Nov. 
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conquer the distressing and death-dealing 
diseases of the stomach. 

Acute ulcer is relatively unimportant 
and usually subsides under medical. man- 
agement. Chronic indurated ulcer is 
doubtless chronic from the start. For- 
merly chronic duodenal ulcer was thought 
to be very rare. It occurs three times as 
often in men as in women. On account of 
its preponderance over gastric ulcer in the 
ratio of 3 to 1, it may be said to explain 
the majority of cases of painful digestion 
in men of middle age. 

Cancer of the stomach was only of clin- 
ical interest as the lethal symptoms were 
slowly unfolded and their melancholy 
story finally interpreted prior to death. 
Now we are intensely concerned in its very 
beginnings, because, as Bland Sutton 
says, “the ulcer of today may be the can- 
cer of tomorrow.” 


In the study of individuals with gastric. 


symptoms it must be borne in mind that 
nearly one-third have some general dis- 
ease, such as arterio-sclerosis or nephritis, 
almost another third have other abdom- 
inal lesions, as appendicitis or gall-stones, 
practically another third have one of the 
generau neuroses, with gastric symptoms, 
leaving a scant 10 % who have actual le- 
= of the stomach and duodenum it- 
self. 

Still, Gruber estimates that 75 % of 
duodenal ulcers are not diagnosed during 
life, and Wilkie found in five hundred au- 
topsies that only one in seven duodenal 
ulcers had been diagnosed before death. 
Rosenow has demonstrated streptococci 
in peptic ulcers, which, when injected into 
animals, have a marked selective action 
for the stomach and duodenum. His ex- 
periments would seem to designate strep- 
tocoeci as the original cause, as well as 
the most important factor in preventing 
the healing of the ulcer. 

The favorite site for a duodenal ulcer 
is in the first portion of the duodenum. 
Over half of them extend up to within 
three-fourths of an inch of the pylorus. 
It may well be that the acid chyme in- 
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jected in jets against this area is provoca- 
tive. Ulcers never occur below the en- 
trance of the alkaline biliary and pan- 
creatitic secretions. 

_ The story of a typical duodenal ulcer 
is very characteristic. Sir Berkeley Moy- 
nihan said that the diagnosis can be 
made by correspondence. In_ typical 
cases which represent over 50 %, the pain 
occurs regularly from three to five hours 
after meals and is regularly relieved by 
food. The time of occurrence of this pain 
indicates roughly the location of the ul- 


. cer. The lower the ulcer in the stomach, 


or duodenum, the later the pain appears 
after eating. It may be so late after tak- 
ing food that it is nearer the next meal 
and is, therefore, spoken of as “hunger 
pain,” with the characteristic relief from 
food. About one out of seven patients 
have definite pain occurring after mid- 
night, which is relieved by taking food. 
Pain or distress occurs in spells of weeks 
or months and alternates with periods of 
more or less entire and complete relief. 
As a rule there are hyperchlorhydria and 
excessive secretion. Seventy-nine per 
cent. have vomiting, but only one-third 
have hemorrhage. There is a seasonal 
incidence in nearly half of the cases. The 
spring and autumn’ months seem to be 
the most noticeable time. 

The pain or distress coming on at a 
rather definite time, occurring regularly 
during a given attack day after day, that 
is relieved by eating, vomiting or alka- 
lies, will make the diagnosis in 80 % of 
the cases. In the other fifth the symp- 
toms are incomplete, inconclusive, irregu- 
lar or wanting. Moreover, they may be 
complicated with symptoms referable to 
the gall bladder, pancreas or appendix. 
As a matter of fact these complications 
actually occur in the presence of duodenal 
ulcer in 16 % of the cases. They may so 
limit the symptoms that a diagnosis of 
duodenal ulcer will be made when the 
real pathology is located in one of the ab: 
dominal organs. 

Gastric ulcers are less frequent than 
duodenal, but are more dangerous. If per- 


foration occurs, there is less chance of. 


adhesive protection. A greater amount 
of fluid escapes, with a greater likelihood 
of infection. Operation for its correc- 


tion is more severe. Distortion and crip- 


pling adhesions frequently result. The 
danger of cancer from an overhanging 
margin of the ulcer or from small por- 
tions of the gastric mucosa buried in scar 
tissue have been proved by Wilson and 
McCarty to occur in 72 %. On the other 
hand, an inflammatory tumor often forms 
that may simulate carcinoma. Our ear- 
liest clinical lessons in the curability of 
gastric ulcer by gastroenterostomy came 
as the result of the unexpectedly brilliant 
results from this operation in cases where 
the tumor or ulcer was misinterpreted as 
cancer. The converse, however, is true. 
Sixty-eight per cent. of ulcers that have 
been excised have shown a tendency to 
cancer. Von Eiselsberg, of Vienna, read a 
splendid paper on ulcer before the Clin- 


Fig. I. 
Duodenal Ulcer showing irregular filling of duo- 
denal bulb. (From Leonard & George.) 


ical Congress of Surgeons, in London, on 
the fatal Wednesday night before Ger- 
many declared war. While reading this 
paper the message came recalling him to 
his post as Surgeon-General of the Aus- 
trian Navy. In this paper he said that 
10 % of the cases he had operated upon 
for gastric ulcer subsequently died of can- 
cer. When this fact is keenly appreciated 
and the dangers and disability of gastric 
ulcer is considered, it can not be gainsaid 
that in its chronic form gastric ulcer is 
essentially a surgical lesion. Any ulcer 
attaining the size of a 25-cent piece 18 
either now or likely to become malignant. 
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Gastric ulcer in its symptom complex 
is not so clear-cut and characteristic as 
duodenal ulcer. The food distress comes 
on earlier. The acid values are not quite 
so high and there is a gross retention in 
about one-third of the cases. Vomiting 
occurs in 82 % of cases and hematemesis 
is a little more frequent. 

The X-ray shows a spastic incisura op- 
posite many of the ulcers. The changes 
in the size, shape and position of the 
stomach are very characteristic. Often 
the crater of a deep ulcer will be shown 
as a filling defect. The niche, or acces- 
sory pocket, of a penetrating ulcer is de- 
monstrable. If there is obstruction, the 
fluoroscope shows hypertonus, hypermo- 
tility and hyperperistalsis. The six-hour 


Fig. II. 
showing filling defect pos- 
(From Leonard & George.) 


Cancer of Stomach, 
terior wall. A-A. 


retention of the barium meals is signifi- 
cant. In duodenal ulcer the absence or 
. the irregularity of the duodenal bulb (Fig. 
I) and in some instances the branched pine 
tree shape of the duodenum, together with 
the other topographical signs, are often 
conclusive. Erosions, however, of the mu- 
cous membrane of the duodenum have no 
effect upon opaque media and show no 
change. They may give rise to severe 
hemorrhage and be very dangerous with- 
out showing anything by the X-ray. On 
the whole, negative X-ray findings taken 
m connection with the history and the 
laboratory examination, are fairly con- 
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clusive. In cancer the filling defect or 
the interruption of. peristaltic waves are 
the most important signs (Fig. II.) 

The question of. permanent cure of 
chronic ulcer by medicinal and dietetic 
means is not regarded by most men as 
being readily obtainable. The remission 
of symptoms in ulcer are so notorious, 
even without any specially well-carried- 
out treatment, as to be looked upon really 
as diagnostic. The ulcer, if operated upon 
during this quiet period, is regularly found 
unhealed. Moreover, the X-ray evidence 
is usually little changed during the abate- 
ment of the symptoms. It is well demon- 
strated that the regimen of alkalies and 
frequent ingestion of an appropriate 
dietary will give prompt and brilliant 
symptomatic relief. The test comes, how- 
ever, when these individuals, as pointed 
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Fig. Ill. 
Posterior Gastroenterostomy. (After Mayo.) 


out by Mayo, resume, as they inevitably 
must, “the regular diet of the grade and 
character obtainable by the average 
man.” Inasmuch as several series of 
cases put the average duration of symp- 
toms before operative relief at from ten 
to twelve years, it would seem that the 
majority of cases now submitted to op- 
eration have had ample opportunity for a 
natural or medicinal cure. Every chronic 
ulcer of the stomach or duodenum, there- - 
fore, that has not yielded to thorough and 


‘intelligent medicinal supervision should be 


subjected to operation. Woolsey limits 
the number of relapses to two (Fig. III.) 
Gastroenterostomy, although an_ indi- 
rect method, has had very brilliant re- 
sults, particularly in pyloric obstruction 
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and in duodenal ulcers. A great deal has 
been written about closure of the pylorus, 
to prevent food from going over the ulcer 
at all, and to force all of the food through 
the new anastomatic opening. The re- 
sults, however, on the whole are not con- 
ceded to be any more satisfactory than 
those obtained by gastroenterostomy in 
properly selected cases. Pyloric occlusion 
should be employed in certain threatened 
perforations, in connection with infold- 
ing, or, if there are hemorrhages, in con- 
nection with suture ligation of the tribu- 
tary blood vessels. Infolding of the ulcer 
with Lembert sutures is a useful and sat- 
isfactory procedure. Excision of the ul- 
cer, if small and located superiorly, is 
efficacious, and there is no great objection 
to its performance (Fig. IV.) But Deaver, 


Fig. IV. 
Ulcer destroyed by actual cautery. Burned area 
to be closed by suture. (After Balfour.) 


who is the greatest advocate of excision, 
has well said: “No ulcer should be excised 
when subsequent closure and anastomosis 
present two great operative hazards.” 
This is particularly true of ulcer low 
down in the duodenum and those which 
have penetrated the head of the pancreas. 
If in doubt about the wisdom or safety of 
an excision Paterson says do a gastro- 
enterostomy. 


The opposite is true, however, in gas- 
tric ulcer, in spite of temporarily satis- 
factory results from gastroenterostomy. 
The danger of hemorrhage and especially 
of malignant degeneration should encour- 
age us to excise every gastric ulcer where- 
ever possible. If, however, the ulcer is 
located on the lesser curvature, in addi- 


tion to a V-shaped excision, a gastroen- 
terostomy should be performed at the 
same time in order to prevent irregular 
contraction of the stomach with inability 
to empty itself freely of its contents. 

In 1904, Rodman, recognizing that 80 % 
of gastric ulcers were in the pyloric end 
of the stomach, advised a pylorectomy or 
partial gastrecomy in cases where the 
ulcer simulated carcinoma and where the 
patient was in good condition. 

For ulcers on the anterior wall near the 
lesser curvature of suitable size, Balfour 
has devised the plan of destroying them 


Fig. V. 
Gastro-duodenostomy (Finrey’s operation), su- 
ture of posterior wall of anastomotic opening 
being completed. (After Finney.) 


by the actual cautery and then closing 
them over by suture, reinforced by the 
fatty portion of the lesser omentum (Fig. 
V.) It is very useful, safe and simple and 
has a limited, though well-marked field of 
usefulness. It is not inappropriate to do a 
gastroenterostomy at the same time to 
insure rapid emptying of the stomach and 
the chemical change that is supposed to 
be effected by gastroenterostomy. 

In the large saddle-shaped ulcer trans- 
gastric excision is the operation of ,choice. 
It seems that the patients do better who 
have both curvatures resected at the same 
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time so far as their subsequent motility 
and freedom from distortion is concerned. 
Resection by the sleeve method is ex- 
tremely efficacious in these cases. If the 
ulcer has caused hour-glass contracture, 
then a gastro-gastrostomy or a gastro- 
enterostomy of the proximal loculus 
should be chosen. In healed ulcers near 
the pylorus, but causing stenosis, gastro- 
duodenostomy by the very satisfactory 
method of Finney is indicated (Fig. VI.) 
The operation can be most advantageously 
utilized by extending its application to 
those cases where an active-pre-pyloric or 
marginal duodenal ulcer can be excised 
and closed by this simplified form of pylo- 
roplasty. 

A bad result in gastroenterostomy is 


Excision of Ulcer on or near lesser curvature. 
(After Moynihan.) 


usually due, in the opinion of Mayo, to 
bad selection of cases, faulty mechanics 
or to a permanent non-absorbable suture 
hanging in the anastomatic opening and 


causing a jejunal ulcer. The ubiquitous 
heurotic with gastric symptoms is the un- 
witting cause of many of the failures of 
surgical effort. They have the operation 
all right, but they do not necessarily have 
the ulcer. In many cases where the ulcer 
could not be demonstrated the symptoms 
seem at the time to warrant the opera- 
tion being carried out in the hope that 
the patient might be benefited. It is lit- 
tle wonder that this group has received 
no benefit and throws discredit upon an 
otherwise satisfactory operation. 
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Ulcer of the stomach must be actually 
demonstrated by the tell-tale scar on the 
peritoneal surface and its hard margins 
must be felt. The duodenal group, sit- 
uated distal to the pyloric vein, can be 
demonstrated by the puckering of the se- 
rous covering and the red stippling sign 
which Sherren described and which Scud- 
der says is pathognomonic in determin- 
ing the benignancy of the lesion. So far 
as my OWn cases are concerned, particu- 
larly of the duodenal class, I have been 
obliged to reoperate upon less than 2 % 
after gastroenterostomy, and in these 
cases pylorectomy, closure of the pylorus 
or excision of the ulcer has been satisfac- 
tory. While animal experimentation has 
shown the closure of the artificial stoma, 


Fig. VII. 
Transgastric Resection Ulcer Posterior Wall 
Stomach. (After Mayo.) 


I believe with Kocher, Hartmann, Wool- 
sey, Brun, Kuttner, Sherren, Peck and 
others that in the human subject a well- 
placed gastroenterostomy often persists 
almost indefinitely, particularly in those 
cases which are clinically cured. Many 
large series of cases have been demon- 
strated roentgenologically where the 
stoma was still patent for a long period. 
In one of my own cases, after eight years, 
a gastroenterostomy was still working 
and the patient was well all of this period. 
That a certain number close is well recog- 
nized. Paterson says 8 % of cases of ul- 
cer were cured by gastroenterostomy. An- 
other series found 22 % out of twenty- 
four in perfect health, ard in another se- 
ries thirty-two out of thirty-seven cases 
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of gastric ulcer were quite well. Fifty- 
eight Roosevelt Hospital cases traced by 
Peck, in which gastroenterostomy was al- 
most the routine, were completely cured 
and free from former gastric symptoms. 
Kuttner in 1,100 cases, chiefly gastroen- 
terostomy alone, reported 65 % of com- 
plete cures and 20 % very essentially im- 
proved. 

In the dire catastrophe of perforation 
of a peptic ulcer, early recognition and 
prompt operation are the great desiderata. 
If operation can be done in the first few 
hours of the disease, the mortality, ac- 
cording to Gibson, is not over 5%. A 
perforation of the duodenum in many of 
the cases is directed to the outer side of 
the colon by the hillock of the hepatic 
flexure of the colon and drains down into 
the appendiceal region and thus simulates 
acute appendicitis. Nearly half of the 
cases that have been operated upon for 
perforated duodenal ulcer have been pre- 
operatively diagnosed as appendicitis. If 
the appendix does not show evidence suf- 
ficient to cause the symptoms, particu- 
larly if free fluid should be found, a sec- 
ond incision should be at once made over 
the upper right quadrant and a search 
instituted for the perforation. Closure 
with silk and appropriate drainage is usu- 
ally satisfactory. Perforation, if recov- 
ered from as the result of a prompt opera- 
tion, is perhaps a blessing in disguise, as 
a great majority of the ulcers that are so 
perforated never give rise to any further 
trouble. However, it may be wise to trim 
out the indurated and ragged edges be- 
fore suture. The question of doing a gas- 
troenterostomy at the same time is one of 
judgment and not of necessity. If it will 
not require over a few minutes and the 
patient is in good condition and the peri- 
tonitis is not too far advanced, it would 
perhaps be the part of wisdom. It should 
not, however, be superimposed upon a 
bad risk for the sake of completeness of 
the operation or the remote result. In 
one series of the Mayos of 272 cases, 66 
perforations occurred. Sixteen were ac- 
ute, 13 subacute, and 37 chronic and pro- 
tected by adherions. 

Acute hemorrhage will usually respond 
to medical measures with rest in bed. If 
it is recurring and severe, operation 
should be performed, one can ligate the 
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vessels or control the hemorrhage by su- 
ture. It is unwise to open the stomach. 
Moynihan contents himself with a gastro- 
enterostomy. If the hemorrhage is very 
severe direct transfusion of whole blood 
may be employed. Rodman has said that 
the more serious the symptoms the greater 
necessity for leaving the patient alone. 
He was able to control the otherwise hope- 
less cases by administering eight or ten 
ounces of water at 130° F. 

Cancer remains the rampant and un- 
bridled scourge of mankind. One-third 
of all of its hopeless victims are seized in 
the stomach. There were nearly 50,000 
cancer deaths in the United States in 
1913. If approximately one-third occur 
in the stomach it means that nearly 17,000 
succumbed to its deadly ravages. It is 
the one disease that is relentlessly and 
‘inevitably fatal. Surgical removal is the 
only remedy, and yet is not partial gas- 
trectomy relatively the rarest operation 
in surgery? When one thinks of the mul- 
tiplication of operations upon the appen- 
dix for a disease that, while treacherous 
enough, is far from being universally fa- 
tal, and then contrasts our apathy and in- 
decision in offering the only succor to the 
most murderous disease that afflicts man- 
kind, it makes our efforts seem amateur- 
ish and puerile. 

I am not unmindful of the very great 
difficulties that beset the diagnosis of can- 
cer of the stomach, and indeed of any in- 
ternal malignancy, which is of itself symp- 
tomless. I unreservedly urge a keener 
scrutiny into the chronic digestive case 
and the employment of every modern ac- 
cessory to diagnostic completeness. Our 
profession would make a better showing 
in the detection of this most insidious and 
lethal malady; if our dependence upon its 
late and antemortem symptoms for diag- 
nosis were forgotten; if our preconceived 
pessimism in its treatment were unborn. 
It were better if we could obliterate the 
traditions that make us well-nigh oblivious 
_to the possibilities in the conquest of can- 
cer. If the fetters of our imagination 
could be loosened; if the flood of light that 
has beaten upon the stomach from recent 
surgical demonstration were our sole torch; 
if we could start afresh with only our new 
knowledge, our revised pathology, our per- 
fected surgical measures, our substantial 
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results in the permanence of cure in can- 
cer, it would be a great boon. If we could 
approach this colossal task with the en- 
thusiasm that charactérizes scientific in- 
vasion of new fields, the cancer story 
would be illuminating. 

It is derogatory that operative inter- 
vention is had in many conditions that of 
themselves are not fatal and the surgeon 
must needs practice great self-restraint 
to refrain from operations that he is con- 
stantly urged to do. The much-to-be- 
pitied and sadly exploited neurasthenic is 
the worst sufferer. There ought to be a 
closed season for neurasthenics, as for 
deer. The patient, always, and the physi- 
cian, too often, clamor for operation in the 
hope perchance that some trouble may be 
found. Would that this type of explora- 
tion would cease and intelligent explora- 


tion of suspicious gastric cancer be more - 


employed. We are inclined to wait too 
long for the very confirmatory symptoms 
that when they appear contraindicate any 
surgical effort. Early operation — diag- 
nostic—after all other resources have 
been employed is the needful thing. It is 
withheld because, perchance, there has 
been no vomiting of blood, or tumor per- 
haps is absent, or cachexia is not of suf- 
ficiently deep shade and because, forsooth, 
there is not complete absence of HCl. 
What we want is the acid test of the op- 
erating room instead of the acid test of 
the laboratory! 

Cancer can be detected in its early 
stages by the X-ray if there are symp- 
toms enough to lead to its employment. 
Even small growths will show a persist- 
ing irregularity of contour and a diffuse 
or infiltrating growth will show absence 
of normal peristalsis fluoroscopically. 
Filling defects are very characteristic. 

A man of fifty with an attack of diges- 
tive pain that persists longer than its 
wont is unmitigated by the usual reme- 
dies that give relief; that is associated 
with loss of strength, of appetite, with 
anemia, without other explanation, means 
in all probability that his pre-cancerous 
‘ulcer has, after years of sullen threats, 
finally become malignant. Or an individ- 


ual that suddenly and for the first time ° 


as a progressive and continuous attack 
of stomach distress that is inexplicable 
from the standpoint of any other deter- 
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minable condition may soon endure the 
“agony of a living death.” At present 
bess than one-half of the cases when seen 
by the surgeon are operable. 

It may be said that operation is impera- 
tively indicated in progressive gastric 
distress that gives positive X-ray findings 
that is not improved under reasonably 
short observation and that presents one or 
more of such collateral signs as (a) gas- 
tric stasis; (b) blood in stools; (c) im- 
paired digestive power; or (d) marked 
ee or absence of hydrochloric 
acid. 

It has been shown at the Mayo Clinic 
that the radical operation for stomach 
cancer gives more than 90 % of operative 
recoveries, over 36 % of three-year cures 
and at the outside 25 % of cures for a 
period of five years. By the anoci method, 
Crile and Lower have performed 127 con- 
secutive resections with only two deaths. 

The choice of operation will be (a) the 
partial gastrectomy, Billroth No. 2, done 
in one stage, or as is sometimes advisable 
in badly starved subjects, by completing 
only the gastroenterostomy and allowing 
the patient to recuperate before the resec- 
tion. (b) The Polya operation, where the 
opening in the side of the jejunum, less 
than a foot from Treitz’s ligament, is su- 
tured to the cut end of the stomach. This 
gives the ability to extend the line of sec- 
tion further on the wall toward the cardia 
as no gastroenterostomy will have to be 
done, thus saving that additional time. 

I will not go into the minutiae of the 
many ingenious and perfected operations, 
but the assertion can be most confidently 
made that in surgeonship and clinical 
values the mechanistic side of the surgery 
of the stomach is one of the most enduring 
monuments that is being erected to man’s 
humanity to man. 


SUCTION DRAINAGE IN EMPYEMA* 


By ALEXIUS MCGLANNAN, M.D., 
Baltimore, Md. 


Suction drainage in empyema began 
with the work of Potain, in 1869, and that 


*Read in Section on Surgery, Southern Medical 
Association, Tenth Annual Meeting, Atlanta, Ga., 
Nov. 13-16, 1916. ; 
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of Playfair, in 1872. Biilau took up the 
method and showed how syphonage in- 
cluded aspiration. Especially in Germany 
the entire subject of syphon and suction 
drainage has become associated with the 
name of Biilau. Bryant,’ in 1906, pub- 
lished a history of the subject with the de- 
scription of a method of his own. Since 


Figure 1 


Diagrammatic: cross section of thorax to show 
the relation of points of A and Al! on the 
visceral and parietal pleural surfaces when 
the lung is in normal expansion. 


that time Robinson’, Schley’? and Van Eb- 
erts’ have added contributions to the sub- 
ject. Perthes’ classical article has put the 
method on a firm pathological and physio- 
logical foundation. 


The healing of an empyema depends > 


upon two separate factors: (1) the con- 
trol of the suppuration, a biological prob- 
lem depending upon the patient’s resist- 
ance after proper drainage has been pro- 
vided; and (2) refilling of the abscess 
cavity, a mechanical problem which may 
be solved by the following factors: bulg- 
ing of the diaphragm and the mediastinum 
into the cavity; collapse of the chest wall, 
and dilatation or re-expansion of the 
lung. As a rule all of these factors com- 
bine to obliterate the cavity, but a physi- 
ological restoration of the chest is possible 
only by the re-distension of the lung. 
Although there is no doubt that a cer- 
tain degree of re-distension occurs after 
operation in acute empyema without re- 
gard to the method of drainage used, this 
re-distension will not take place with any 
desirable rapidity or certainty unless some 
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form of suction is employed in order to 
assist re-expansion in an active way. 

Without an artificiaily produced nega- 
tive pressure in the thorax, re-expansion 
of the lung after empyema depends upon 
the inspiratory pressure within the lung 
forcing the two layers of the pleura into 
contact and the development of adhesions, 
The resultant position then becomes a 
point of departure for further excursions, 
and the lung in this manner creepg along 
the chest wall. The slipping of the dia- 
phragm and the wall of the mediastinum 
and some flattening of the chest wall as- 
sist more or less in the obliteration of the 
cavity. The diagrams adapted from 
Perthes show how it is impossible to have 
a physiological restoration by this method 
of healing. 

The value of any operation for em- 
pyema should be judged by the length of 
time required for healing and the number 
of persistent fistulae following its use. 
The immediate mortality rate may be 


Showing the altered relation of the points A and 
Al when the lung is compressed by an em- 
pyema or collapsed by a pneumothorax. The 
lung shrinks on its hilus and is crowded in 
the direction of the vertebral column. Point 
A, therefore, is no longer opposite Al, but 
corresponds with B! on the chest wall. 


misleading, because this must include 
death from various complications. Robin- 
son (loc. cit.), restricting the term em- 
pyema to a collection of pus within a cav- 
ity whose walls are made by two layers of 
pleura, says: “Chronic empyema 1s 4 
condition which should not exist, _and 
which is in each and every case attribut- 
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able to neglect either in the recognition 
of infection at its early stages, in its op- 
erative treatment, or in its post-operative 
management.” 

While the duration of the suppuration 
must have an influence upon the power of 
re-expansion of the lung, Perthes shows 
that the average duration before opera- 
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17%. In one of the fatal cases the em- 
pyema was part of a general pyemia fol- 
lowing lateral sinus thrombosis, and in 
another death was caused by a complicat- 
ing cerebral abscess. The mortality rate 
in the earlier series was 25 %, and here 
again one fatal result was due to cerebral 
abscess.* 


tion is only four-tenths of a day more in 
the cases ending in fistula than in those 
which healed after the primary operation, 
under ordinary forms of drainage. 

The statistics of Wilinsky® covering the 
years 1903 to 1913 may be considered as 
representing the general results of treat- 
ment without suction drainage. In 299 
cases the average stay of the patients in 
the hospital was 44 days. There was a 
mortality rate of 23 %, and of those that 
did not die, fifty did not heal properly,— 
about 23 %. Twenty-eight of these fifty 


had secondary operations, and four died. 
This report is based upon an experience 
with 24 cases of acute empyema treated 


Showing the even expansion of the lung when 
negative pressure is provided in the pleural 


Figure 3 cavity by suction drainage. 


There were no fistulae or secondary op- 
erations in the suction cases. In the ear- 
lier series there were two cases requiring 
secondary operations. The average time 
required for complete healing with suc- 
tion drainage was 38 days. Omitting the 
two cases in which secondary operation 
was required, the average time of healing 
with ordinary drainage was 84 days. 

The ages of the patients in each series 
are shown in the following table: 


SUCTION DRAINAGE 


Ages of patients. 2 3 5 10 15 20 30 40 & over 
Number of cases ._.4 2 5 3 2 3 2 3 


ORDINARY DRAINAGE 


Ages of patients. 2 3 5 10 15 20 30 40 & over 
Number of cases... 0 3 6 3 1 8 8 5 


Showing obliteration of the posterior space by 
adhesion of the two layers of the pleura. 
Note that point A on the lung becomes fixed 
to the parietal pleura at a distance from Al, 
and that the line C-C1 is lengthened. Em- 
physematous dilatation of the lung or collapse 
of the chest wall will be required to obliterate 
the cavity. C1-C-A. 


During the period of time covered by 
this report there were admitted to the 
hospital four cases of pulmonary abscess 
communicating with a large bronchus on 
the one hand and a-walled-off pleural ab- 
scess on the other. In these cases obvi- 
ously the suction apparatus was useless, 


by suction drainage. These patients came 
under my care in the Mercy and St. Agnes’ 
Hospitals, Baltimore, during the past 
three years. For comparison, I have 
taken an equal number of cases which 
were treated by ordinary drainage during 
the years immediately preceding 1914. 
Four patients died, a mortality of about 


*Both cases of cerebral involvement were 
proved by operation and in one case an autopsy 
showed a hemorrhage about a thrombus at a 
distance from the abscess. 
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but the flanged drainage tube was of great 
value in providing a direct conduit for 
the pus between the chest cavity and a 
receptacle. This device avoided the soggy, 
ill-smelling dressings and the pus-bathed 
skin that go with the use of the ordinary 
drainage tube in such cases. The wound 
required dressing only at long intervals, 
a further comfort to the patients. 

The suction apparatus used consists of 
a Brewer’s flanged drainage tube® con- 
nected by a rubber tube to a 2,000 c. c. 
bottle, which in turn is similarly connected 
with a small hand exhaust pump. A stop- 
cock or a pinch-cock is placed between the 
pump and the bottle. The rubber tubes 
connect with accurately-fitting metal ones 
which pass through the rubber stopper of 
the bottle. These joints are made air- 
tight by collodion or some similar mate- 


rial. 
The operation as we perform it is car- 


Figure S 


The suction apparatus. Note the Brewer tube 
with sliding outer flange, the large bottle and 
the hand suction pump. 


ried out as follows: Under suitable an- 
esthesia, usually local for adults and very 
young children, with nitrous-oxid-oxygen, 
or a small amount of ether added, for nerv- 
ous adults and frightened children; 
about one inch of the rib is resected 
over the most dependent part of the cav- 
ity, usually the seventh rib, in the mid- 
axillary line. The opening here gives the 
best drainage in upright position, the one 
most often assumed by the patient for 
comfort in breathing. Moreover, suction 
applied from this point is not likely to be 
interfered with until the lung has expand- 
ed uniformly and extensively into the 
cavity. 

A needle is now introduced into the 
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cavity through the space made by the re. 
moval of the rib and the pus drawn out 
by aspiration. During the time required 
for this procedure mattress sutures of 
catgut are put through the muscles on 
either side of the wound and left long and 
drawn aside to be tied later. Enough of 
these sutures are introduced to insure 
tight closure of the muscle layer. The as- 
piration having been completed, the needle 
is withdrawn and the pleura incised, the 
index finger of one hand follows the blade 
of the knife closely, filling in the opening 
as fast as it is made. The wound in the 
pleura is made just large enough to admit 
the index finger, which finger so plugs the 
opening as to prevent the passage of air 
into the eavity. The finger inside the 
pleura breaks through adhesions until the 
lung is felt expanding with inspiration. 

The Brewer tube is now made ready for 
insertion by folding the inner flange inte 
as small a compass as possible and fixing 
it in this shape in a clamp forcep. The 
outer sliding flange is well separated and 
the distal end of the tube closed by some 
sort of clamp. As the finger is withdrawa 
the tube is inserted and the forcep re- 
moved. The expanding flange is drawn 
against the parietal pleura and so closes 
the opening. The mattress sutures are 
drawn up and tied and the end of the tube 
is connected with the bottle from which 
the air has previously been exhausted. 
The skin is closed and the outer flange 
brought down tight over a single layer 
of four-ply gauze which covers the wound. 
Broad strips of adhesive plaster entirely 
cover in the flange and the dressing so 
that the contact between the outer flange 
and the skin is made air-tight. All this time 
traction must be made upon the tube in or- 
der to keep the inner flange in contact with 
the pleura. 

The drainage tube is soft and any great 
exhaustion of the air in the bottle will 
cause collapse of its walls. This prevents 
too great suction being exerted. The 
glass connecting tubes permit easy inves- 
tigation of the flow of pus. 

The suction is continued for from two 
to four weeks. The average time is about 
22 days. If the tube becomes clogged with 
fibrin the apparatus may be disconnected, 
the plugs removed and the suction again 
instituted. Irrigation of the cavity through 
the Brewer tube is easily done, the fluid 
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being removed by suction. This method 
of removing coagulated fibrin from the 
cavity, when this material interferes with 
drainage, is simple and in our experience 
is without danger, provided the fluid and 
air be promptly removed by the suction 
apparatus. ; 

We have had no opportunity to use suc- 
tion drainage in chronic empyema. Here 
a firm tube should be used in order that a 
suction force can be obtained sufficient to 
influence the contracted lung. This influ- 
ence is compared by Perthes to that of 
extension of joint contractures. By dry- 
ing the cavity and measuring the quantity 
of water required to fill it, and then apply- 
ing sufficient suction to recover this quan- 
tity, we can be sure that the walls of the 
cavity have been collapsed. Repeating 
the experiment, the diminution in size 
may be followed and the progress of the 
improvement measured. It seems reason- 
able to conclude that the patient should be 
given the benefit of a course of this treat- 
ment before being subjected to serious or 
deforming operations for obliteration of 
the cavity. 

CONCLUSIONS 

To sum up, the advantages of suction 
drainage in acute empyema are: 

1. The pus is carried directly from the 
chest cavity into a receptacle, thereby 
avoiding frequent change of dressings. 

2. The expansion of the lung is accele- 
rated as evidenced by the shorter period 
of convalescence, 38 days as against 84 
with ordinary drainage. 

8. Chronic empyema is avoided. 
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DISCUSSION 
Dr. E. L. Gilcreest, Gainesville, Tex.—I first 
e@ interested in suction drainage in 1913, 
which year I spent in the clinic of Professor 
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von Hacker, of Gratz, Austria. Schmerz, at this 
clinic, devised a special apparatus with a vacuum 
bottle as a receptacle. He cuts out a plug of 
tissue, resects a rib, cauterizes the pleura and 
inserts a rubber stopper just slightly larger than 
the plug which has been excised. The pus runs 
immediately into the bottle and the field of op- 
eration is not infected. Within a few days these 
patients are out on the veranda and in a short 
while are walking around with the vacuum bottle 
strapped to their sides. This is one of the most 
convenient receptacles that I have seen. 

Dr. Floyd W. McRae, Atlanta, Ga.—I do no 
chest surgery, but I would like to show you a 
little device that I have used, and seen used, 
with much success. The device is known to us 
in Atlanta as the Ellis Gall-bladder Drainage Bag. 
It consists of a rubber drainage tube, a connec- 
tion, over one end of which a drainage tube may 
be slipped, the other end slipped into the mouth 
of a rubber bag which holds eight ounces. In 
this connection there is a one-way valve that al- 
lows free drainage into the rubber bag, but will 
let neither air nor liquids pass back into the gall- 
bladder. At the other end of the bag there is a 
stop-cock which allows the bag to be emptied 
as often as required. 

The device is useful in chest surgery, supra- 
pubic cystotomies, etc. The dressings in gall- 
bladder cases may be kept as dry as any other 
clean wounds. The bed is never soiled, as the 
bile collects in the reservoir. It can not be 
turned over and spilled in the bed, and it does 
not hurt for the patient to lie on it. 


Dr. J. Shelton Horsley, Richmond, Va.—I would 
like to mention a device that Dr. Ransohor, of 
Cincinnati, recently spoke of as having used in 
drainage empyema. It is so simple and ingenious 
that I was struck with it. It consisted of a mod- 
erately stiff rubber tube, over the outer end of 
which was drawn a snugly fiiting soft tube made 
of rubber-dam. The rubber-dam tube is so soft 
that while it will conduct off the drainage from 
the cavity of the empyema, it will collapse when 
air attempts to enter the cavity. In this way 
outward drainage is provided for, but inflow of 
air is prevented. 

Dr. McGlannan (closing).—First, about the value 
of ambulatory methods in the treatment of acute 
empyemia. The common cause of acute empy- 
emia is pneumonia. The patient requires rest in 
bed, and therefore does not require an ambu- 
latory apparatus. For a long-standing, old case 
such apparatus would be of value except that it 
would not give sufficient suction te stretch the 
bound-down lung, but a patient with acute em- 
pyema needs to lie in bed. 

Valvular drainage like Dr. Ellis’ and syphon 
drainage have the same value, in that the expira- 
tory effort of the lung forces air out of the chest 
and then no air can get back into the wound; but 
there is not sufficient active pull on the lungs to 
get great assistance to the expansion. And we 
need a rather active suction in order to be cer- 
tain of the expansion of the lung. 

One of the many advantages of Brewer’s tube 
is that the flange rests flat against the pleura. 
It does not stick into the cavity and irritate the 
lung as the lung approaches the chest wall. 
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MECKEL’S DIVERTICULUM: WITH 
SPECIAL REFERENCE TO UM- 
BILICAL DISORDERS OF 
INFANCY* 


By R. M. HARBIN, A.B., M.D., F.A.C.S., 
Rome, Ga. 


The subject of this discussion will be 
found in a report of the three following 
cases coming under my observation: 


Case 1—N. W., age 12% years, the seventh 
child, was, during infancy, very irritable, and 
when eleven days old the navel bled, after which 
a yellowish fluid persisted for four months. Dur- 
ing the first few days of life he vomited a small 
quantity of blood. At the end of the fourth 
month there was a pedicle about half an inch 
long attached to the umbilicus. After several 
examinations I ligated this pedicle, which 
sloughed away. Until seven years old he cried 
often with pain in his stomach, especially from 
running, and pain would be intensified by pres- 
sure against the school desk. One month pre- 
vious to the present illness he had pain with 
vomiting without any history of imprudent eat- 
ing, but the attack passed off in twenty-four 
hours. 

On Nov. 15, 1915, while in his father’s grocery 
store, he ate two bananas, two sticks of candy 
and some walnuts. At 6 P. M. pain in his stom- 
ach became very pronounced; Epsom salts was 
given and repeated at 7 P. M. without effect. 
Paroxysmal pain, with vomiting, persisted 
through the night; enemata were given without 
effect. I saw him at 9 P. M.; pulse 90, tempera- 
ture 99°, with slight tympany and pain around 
the navel. Next day symptoms were about the 
same, except more abdominal rigidity, with a 
leucocyte count of 13,800, red cells 4,900,000, and 
hemoglobin 75 %. 

At 4 P. M. all symptoms were intensified and a 
probable diagnosis of appendicitis was made, 
and at 6 P. M. he was operated upon. After the 
usual gridiron incision there appeared a gush of 
bloody serum on opening the peritoneum. The 
appendix showed signs of a mild grade of in- 
flammation, and was removed. The incision was 
enlarged and an investigation of other causes 
was made. The finger sweeping toward the mid- 
dle line encountered a band extending from the 
umbilicus to a diverticulum attached to the peri- 
phery of a horseshoe loop of the distended ileum, 
1§ inches above the ileocecal valve. The loop 
of ileum was distended to four or five times its 
normal size and had a reddish black color.. The 
mesenteric folds were adhered and contracted at 
the heels of this horseshoe-shaped ileum, and 
tugging on these adhesions produced an obstruc- 
tion. There were ecchyniotic spots in the mesen- 
tery and walls of the ileum. The tip of the diver- 
ticulum could not be pulled away from the um- 
bilicus and was ligated, and the stump was in- 


*Read in Section on Surgery, Southern Medical 
Association, Tenth Annual Meeting, Atlanta, Ga., 
Nov. 13-16, 1916. 
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folded with Lembert suture. The incision wag 
closed and his convalescence was uneventful and 
subsequent health greatly improved. 


Case 2.—Feb. 9, 1916, I delivered, with forceps, 
a primipara of a male child, with the head in a 
persistent occiput posterior position. Six months 
later the child was brought to my office, having 
a strawberry excrescence about the size of a 
grain of corn on the left side of the navel. This 
excrescence made its appearance about six 
weeks previously, and various applications had 
been made without effect. A watery mucus ex- 
uded and a probe could be inserted into a pocket 
for about three-quarters of an inch. This mass 
was lifted up, ligated and cut away, and remains 
cured. 

This specimen was sent for examination to Dr, 
A. H. Bunce, of Atlanta, Ga., and he reported that 
“inteStinal mucosa is present in considerable 
quantity in the specimen of tissue and is un- 
doubtedly a shut-off portion of the _ intestinal 
mucosa.” 

I advised the parents of this child that in the 
event of future obscure abdominal trouble the 
presence of a Meckel’s diverticulum should be 
thought of. 


Beginning three months ago, we have 
made a routine search for Meckel’s di- 
verticulum in the lower ileum in all cases 
submitted to elective abdominal opera- 
tions, and so far we have discovered one 
case which may be of interest to report. 
But for this discovery, the cause of her 
digestion disorders would probably other- 
wise have failed to be removed. 


Case 3.—Mrs. J. L., age 31, mother of seven 
children, the youngest being 2% years old, en- 
tered the hospital for repair of a perineum and 
correction of a uterine displacement as the prob- 
able cause of digestive disturbances. She was 
the sixth in a family of eleven children. Ia 
questioning her mother only a_ negative history 
of umbilical disorder was obtained, but she re 
ferred to the patient as her crying baby, being 
more irritable than the other children. From 
infancy she has been constipated, and was con- 
tinually prone to colic, even in the absence of 
imprudent eating. She complained often with 
stomach ache and had pain around the navel on 
running, 

During the last few years she had been having 
a so-called “bilious attack” about every two or 
three months, with vomiting, etc., leaving “sore 
ness in the right side as though from a kick,” as 
she expressed it. She described a constant in- 
ability to expel gas, had had much straining at 
stool, and in this way had developed severe hem- 
orrhoids. In her own words the stomach was 
never right, and was subject to dysenteric stools 
for a day or more every two or three weeks. She 
said she had passed. small worms, but an exam 
ination of the feces revealed no ova of pasasites. 

On Oct. 18, 1916, she was prepared for opera 
tion in the usual way. After curetting the uterus, 
amputating the os, repairing of the perineum and 
ligating the hemorrhoidal tumors, the abdomen 
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was opened. The abdomina] viscera were thor- 
oughly explored with the hand through the in- 
cision with negative result. The appendix 
showed little or no abnormality, but was re- 
moved. The round ligaments were looped and 
sutured to the under surface of fascia of the 
recti muscles. The lower ileum was then ex- 
plored and a diverticulum was found about 14 
inches from the ileocecal valve, situated on the 
periphery of the gut, an inch long and about the 
size of a large thumb. Upward angulation had a 
valve-iike effect, causing the ileum to balloon 
up, and then, after a certain amount of distension, 
rectify itself. This process in the course of time 
had caused a slight stenosis. The diverticulum 
was resected and treated in the usual way. From 
the clinical history it was evident that the di- 
verticulum for several years had been the cause 
of increasing disturbance. 


In this connection Dr. A. E. Hertzler, 
of Kansas City, Mo., in a personal com- 
munication, writes: “I recently saw a 
baby six months old with a patent duct, 
which everted as a strawberry-like mass 
from the umbilicus. It was removed and 
recovery was perfect. I did not remove 
the intra-abdominal portion and the pa- 
tient still has the tube extending from the 
navel to the gut, a source of future trou- 
ble.” 

Balfour, of the Mayo Clinic, in a per- 
sonal communication, says: “The only 
cases in which We have suspected Meckel’s 
diverticulum, and have found one later at 
the operation, have been those in which 
there has been a history of discharge from 
the umbilicus.” He has reported the fol- 
lowing cases :} 

“Case A-20,686.—Male, aged two years, con- 
sulted on account of a discharging navel, which 
condition had been present for over a year; no 
fecal matter, but occasionally quite severe bleed- 
ing; no other symptoms. The. child was given 
an anesthetic and the umbilicus curetted and 
drained. The discharge persisted, however, and 
a few days later the abdomen was opened and a 
diverticulum found connecting the ileum and 
navel. The umbilicus and diverticulum were ex- 
cised and the opening in the abdominal wall 
closed as in umbilical hernia.” 

In the same journal the author reviews 
10,600 abdominal operations in the Mayo 
Clinic and found 15 cases of Meckel’s di- 
verticulum, but not in every operation was 
there made a careful search for this ab- 
normality. Rarely a condition known as 
an umbilical anus persists where closure 
of the remains of the vitelline duct fails. 
But in some of these cases the sack may 
be closed over by the skin and present the 
appearance of an umbilical hernia, which 


in reality may be an imperforate umbili- 
cal anus causing obscure abdominal symp- 
toms. 

Aaron’ has contributed an article on 
“Umbilical Dyspepsia,” which he claims 
can be corrected by the proper application 
of adhesive plaster. Where the divertic- 
ulum is attached to the umbilicus we 
would expect more disturbance in the di- 
gestive tract. 

According to Wellington,’ in about a 
third of the cases the diverticulum is at- 
tached to the umbilicus. In his report 
there were 21 cases of persistent umbilical 
fistula, the lumen varying in size. Of 
these, 16 were operated upon with one 
death. In 27 cases a diverticulum formed 
a part of the contents in hernia, and ty- 
phoid perforation has been noted six 
times. 

SUMMARY 

Certain general conclusions may be 
summarized as follows: 

1. Meckel’s diverticulum, the incom- 
pletely atrophied remains of the vitelline 
duct, is found in 2 % of members of the 
human race, occupies usually the lower 
third of the ileum; occurs in males in the 
proportion of three to one of females; and 
is attached to other viscera in a third of 
the cases. 

2. Clinical investigation should record 
the presence or absence of any history of 
polypoid growths, strawberry excres- 
cences, hemorrhages, hernia, etc., about 
the umbilicus co-existing with diverticula 
which, before atrophy is complete, per- 
haps cause a large per cent. of fhe protean 
intestinal disorders of early childhood. 

3. In view of the comparative frequency 
of this abnormality it is surprising that 
so few cases of acute diverticulitis arise. 
In the acute abdomen from this cause, 
the symptoms would be those of ileus 
modified somewhat. The signs of obstruc- 
tion are not so rapid in development, and 
the symptoms of peritonitis are more 


gradual, such as less fever, less tympany 


and a less degree of leucocytosis. When 
the peritoneum is opened the presence of 
a bloody serum is suggestive. It may be 
remarked that the gross appearances of 
the appendix are not always reliable, even 
when actually the cause of the disturb- 
ance. 

4. Chronic diverticulitis should be more 
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frequently investigated as an abdominal 
entity in the diagnosis of the cause of sur- 
gical indigestion, and from an anatomical 
standpoint it is surprising that such a 
large per cent. of Meckel’s diverticula are 
symptomless. These overlooked divertic- 
ula perhaps explain a considerable per- 
centage of unrelieved cases of surgical in- 
digestion by operative treatment. The 
atypical nature of symptoms may be ex- 
plained by certain anatomical variations 
of this abnormality, and are suggestive as 
compared with certain classical symptoms 
of dyspepsia due to other causes. These 
cases frequently are able to furnish a his- 
tory of umbilical disorder in infancy and 
of having been irritable, colicky babies. 
Latterly there is a history of constipa- 
tion, with the occasional presence of 
bloody mucus in the stool, causing strain- 
ing. There usually has been pain around 
the navel aggravated by running or pres- 
sure from the outside, an inability to ex- 
pel gas, bilious attacks without obvious 
cause, and the patient usually makes use 
of the expression that the stomach is 
never “right.” 

A complete review of the literature on 
Meckel’s diverticulum may be found in 
Cullen’s new book on “The Diseases of the 
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REPORT OF CASE OF FRACTURE OF 
THE PELVIS WITH EXHIBI- 
TION OF PATIENT* 


By D. Z. DUNOTT, M.D., 
Chief Surgeon, Western Maryland 
Railway Company, 
Baltimore, Md. 


In presenting for your consideration 
and discussion a report of a case of frac- 
ture of the pelvis, and having vividly im- 
pressed upon my mind the conditions 


*Read before Southern States Association of 
Railway Surgeons, Auxiliary to Southern Medical 
Association, Atlanta; Ga., Nov. 13, 1916. 


which lead up to this accident, the forces 
which were applied and the human failure 
which caused this, as it causes the major- 
ity of accidents, I cannot help being im- 
pressed with the unnecessary number of 
such injuries that disable our employees. 

The interference with individual ef- 
ficiency and wage days loss, through lack 
of appreciation of and indifference to, the 
great forces with which railroad men are 
of necessity constantly in contact, and the 
permanent mark of injury so many of 
cur railroaders carry, is food well worthy 
of the thought of us all. 

While probably the quotation, ‘Famil- 
iarity breeds contempt,” was intended to 
apply originally to the relationship be- 
tween individuals, it certainly is a most 
applicable expression to represent the feel- 
ing of the average railroad man toward 
the instruments which he uses daily in 
connection with his occupation and effort 
to earn his livelihood. My mind fails to 
grasp the mental capacity of a man in 
train service who lacks a full apprecia- 
tion of his impotency in comparison to 
the weight and power of the integral parts 
of the train upon which he serves. While 
the human economy in fineness and tech- 
nique is the supreme expression of me- 
chanical superiority, its ability to oppose 
gross weight and mechanism is as futile 
as it is futile to attempt to stay the ele- 
ments by human ingenuity. The result 
is inevitable and the human always suffers 
in the ultimate exchange of contact. 

This being true, I can not see why every 
one connected with this character of work, 
fully aware of the power with which he 
deals; does not make every effort and at 
all times to avoid the possibility of in- 
jury. We know, however, they do not, and 
the failure is called the human equation. 
I do not wish to give you the idea that I 
am attempting a dissertation upon the 
subject of “safety first,” for I have never 
been able to bring my own mind to the 
point of conceding that the propaganda 
of “safety first” is an effort which carries 
with it great merit. It seems to me that 
as the safety first idea is carried out, prac- 
tically the entire scheme is one of making 
the machinery and tools with which men 
work “fool proof.” 

As stated above, the human equation is 
the responsible cause of the vast majority 
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of accidents, —I believe about 80 %. 
Accepting this as true, I have al- 
ways felt that the arguments were all in 
favor of the selection of men based upon 
physical fitness and mental appreciation 
of the character of work that they had to 
do rather than to expend our energies in 
making our machinery ‘fool proof” so 
that we might protect individuals who do 
not have the mental appreciation of their 
surroundings. This is a theory resulting 
from practical experience with injured 
employees. The answer from the average 
employing officer is, it is impossible be- 
cause of the scarcity of labor. 

Expressing the hope that I have your 
full pardon for the liberty I have taken in 
wandering somewhat from the particular 
topic at hand, I shall now return to the 
subject of my paper. As the character 
of the injury in this particular case pre- 
sents unusual conditions, I believe that it 
justifies the consideration of at least some 
of the literature covering injuries to the 
pelvis. 

Henrik Callisen, in 1778, described the 
post-mortem findings in a case of severe 
smashing injury to the pelvis. This ref- 
erence will be found in Albert E. Hal- 
stead’s report of “Central Dislocation of 
the Femur, with Fracture of the Acetabu- 
lum,” in The New York Medical Journal, 
November 13, 1909. 

Sir Astley Cooper, in 1812, gave an ac- 
count of a case admitted to St. Thomas’ 
Hospital which had the appearance of a 
dislocation backward of the head of ‘the 
femur, the patient dying on the fourth 
day, post-mortem showing a fracture of 
the os innominatum, with a dislocation of 
the head of the femur into the pelvis. 


Halstead states that since the first case 
was recorded up ’till 1909 about fifty cases 
in all of this character of fracture had 
been reported by various authors, calling 
attention to the most complete resume be- 
ing published by Arregger in the Deutsche 
Zietshrift fiir Chirurgie, xxi. Arregger 
collected from the literature 23 cases. 
Other contributions of note are by Wilms, 
Warner and Vacquez. The general expe- 
rience, as the result of these 50 cases, in- 
dicates that a relatively small proportion 
are recognized during life and that the 
mortality associated with this character 
of injury is high. 
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Schroeder has reviewed the subject, 
collecting 46 cases from the literature and 
adding three of his own. 

The records of the Cook County Hos- 
pital show an interesting case of W. McA., 
who entered March 18, 1909. I am taking 
the liberty of quoting this case as the de- 
tails of it are complete: 


W. McA., male, age 43, American. Entered 
Cook County Hospital on March 18, 1909. 

HISTORY—About four hours before admis- 
sion to the Hospital he fell down a flight of stairs 
when under the influence of liquor, striking on 
the right hip and right arm. After falling he at- 
tempted to arise, but could not on account of in- 
tense pain in the right hip. His right arm was 
also useless. 

EXAMINATION at the Hospital showed he was 
still under the influence of alcohol. Pupils were 
equal and reacted normally to light. Right fore- 
arm was swollen and presented a typical deform- 
ity of Colles’ fracture. The right leg could be 
moved, but with great difficulty, because of the 
excessive pain and rigidity and fixation of the 
muscles about the hip joint. The right trochan- 
teric region was flattened, the. foot slightly ro- 
tated inward and the leg adducted. Upon ma- 
nipulation of the right lower extremity, the move- 
ments of the head of the femur were found lim- 
ited in all directions, adductions and abductions 
being practically impossible; rotation to the 
slight degree was possible; the right trochanter 
swinging through a smaller arc than the left. 
There was great pain caused by pressure over 
the trochanter. On measuring from the anterior 
superior spine to the inner malleolus, the right 
leg was found % of an inch shorter than the 
left. The right trochanter projected % inch 
above Nelaton’s line. From the most prominent 
part of the right trochanter from the middle of 
the symphysis pubis, the right side was found 
to measure 6% inches; the left 6% inches. Rec- 
tal examination revealed the head of the right 
femur projecting through the acetabulum into the 
pelvis. 

DIAGNOSIS—Fracture of the acetabulum with 
a central dislocation of the femur into the pelvis. 
Colles’ fracture of the right forearm. X-ray 
proved the clinical findings correct. 

TREATMENT—On April 5, under anesthesia, 
an attempt to reduce the dislocation was success- 
ful. The reduction was accomplished by manipu- 
lations similar to those employed in reducing a 
posterior dislocation of the head of the femur. 
Flexion of the leg upon the thigh, flexion of the 
thigh upon the abdomen, internal rotation and 
finally circumduction outward with extension. 
The head of the bone could easily be removed 
from the pelvis, as could be ascertained by diag- 
nosital examination through the rectum, while 
the movements described were in progress. If 
released, it would return and present through the 
acetabulum. By maintaining extension and ab- 
duction, it could be held outside of the pelvis. 
In this position, under powerful extension, a plas- 
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ter cast was applied from the lower costal border 
to the toes on both sides. The legs were held in 
abduction by means of a brace placed between 
the knees, which was included in the plaster cast. 
After two weeks the cast was removed from the 
uninjured leg. 

On May 10 the entire cast was removed and 
massage of the injured side was begun. Passive 
and active movements of the hip were instituted 
a few days later. 

On May 29 examination revealed the following: 
Right knee somewhat ankylosed from effects of 
plaster dressing. Right hip still showed some 
flattening over the trochanter. Movements in all 
directions could be made, but not to a normal 
degree. The thigh could be flexed to an angle of 
60 degrees; outward rotation almost to the maxi- 
mum was possible. Internal rotation very much 
hindered. Abduction limited. Abduction to about 
one-half the normal distance could be obtained. 

Measurements from the anterior superior spine 
to the inner condyle of the femur were the same 
on both sides. Because of the flexion and slight 
ankylosis of the right knee, comparisons of the 
measurements over the anterior superior spines 
to the malleoli could not be made. 

The distance from the trochanter to the mid- 
dle of the symphysis pubis was slightly less (% 
inch) on the right side than on the left. This 
could be accounted for by the atrophy of the 
muscles of this region. 


The mechanism of fracture of this char- 
acter you will find in Halstead’s article 
mentioned above, so I shall not take up 
your time with this phase of the question 
except to state that from my investiga- 
lion the mechanism by which these frac- 
tures are produced is not very staple. In 
some instances, indirect violence has pro- 
duced the injury; in a number of cases 
the violence has been direct and appar- 
ently slight in comparison. Kronlein re- 
ports a case of a girl who fell a distance 
of 20 feet, striking upon her feet and 
causing both femoral heads to be driven 
through the acetabula. This case of Kron- 
lein more nearly approaches the case that 
I have than any other case I have been 
able to find. Complications are the rule, 
hemorrhage probably being the most fre- 
guent. Graessner (Deutsche Zeitshrift 
fur Chirurgie, lxiv) reports from Barden- 
hauer’s clinic a case of a window polisher 
who fell a distance of two metres, strik- 
ing upon the hip.. He was brought to the 
clinic in a collapsed condition with a rap- 
idly forming hematoma in the region of 
the groin. He was operated upon when 
the external iliac vein was found torn, 
and bleeding was controlled, but the pa- 
tient died shortly after operation was 


completed. Other soft parts, such as tne 
bladder, the kidneys and the intestines 
may be injured with other comcomitant 
results. 

Paul reports a series of fractures of the 
pelvis, with a history of 54 cases which 
were admitted to the State Hospital at 
Hazelton in a little less than ten years, 
or an average of over 5 cases per annum. 
Agnew, Vol. I, p. 962, states that 94 cases 
of pelvic fracture were admitted to the 
Pennsylvania Hospital during a period of 
54 years. Paul works in a mining and 
railroad centre and you can readily ap- 
preciate why he would have a greater 
number of cases. In addition to this, we 
are diagnosing more of the fractures of 
the pelvis, because of the X-ray. 

It might be pertinent to quote a case 
known in the literature as the Lendrick 
case :* 


“In the example reported by Lendrick of Dub- 
lin, the patient was supposed to have a fracture 
of the neck of the femur. 

“An old man while known as the ‘Wandering 
Piper’ was admitted into the Mercer Hospital in 
January, 1839, suffering with phthisis pneumo- 
nalis and acute inflammation of the hip joint. 
Some years before he had received a severe in- 
jury by the upsetting of a coach and was under 
treatment several months for what was supposed 
to be a fracture of the neck of the femur. Since 
that time he had been lame, but still was able to 
take a great deal of exercise on foot in Great 
Britain and in America. The acute disease of 
the joint commenced about two months before 
admission and he was at first under the care of 
Sir Philip Crampton, who remarked that the 
thigh was only short about % inch and expressed 
his surprise at this fact. 

“This man died on the 17th of February and 
the dissection showed that there had been no 
fracture of the femur, but its head and neck were 
affected with morbus coxae seniles. The head 
was also thrust through a rent in the acetabu- 
lum into the cavity of the pelvis; but the head 
had again been recovered by a bony case, com- 
plete except in a small portion, about the size 
of a shilling piece and at this point the covering 
was ligamentous. 

“The os pubis had also broken at the same 
time and it had united so much overlapped that 


‘the space between the inferior anterior spinous 


process and the symphysis pubis was shortened 
nearly an inch. A portion of intestine was found 
protruding through an opening in the pelvis and 
adherent to the bone, in which situation it seemed 
to have been caught by the broken fragments 
and retained.” 


*Quoted from Hamilton, “Fractures and Dislo- 
cations,” third edition, 1866, p. 341. 
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Cotten reports a case occurring April, 
1908, which is interesting because of the 
treatment and result and as a comparison. 


“Fall from a second story balcony, April, 1908. 

“Fracture left pelvis. Clinically, there was 
slight pain only, with extensive shortening and 
on lateral pressure on the trochanter a displace- 
ment of % to % inch upward, with a distinct 
soft click. Professional diagnosis, fracture of rim 
of acetabulum. Very slight swelling and ecchy- 
mosis about the region of the femoral vessels. 

“X-ray showed fracture of the pelvis just an- 
terior to (possibly through) the acetabulum. 

“As soon as this diagnosis was made and con- 
firmed, the treatment was instituted of longi- 
tudinal traction with outward traction exerted by 
and around across the adductors to which a pulley 
weight was hitched. An X-ray plate of May 11 
showed an entire disappearance of the deformity 
shown in the first plate. On examination, no 
click or mobility. The apparatus was removed at 
the end of four weeks. 

“May 16, 1908, up in a chair. 

“September, 1908, walking about with no limp 
or shortening or limitation of motion. Is at work. 
‘A perfect hip. 

“January, 1909, is working as a teamster with- 
out any disability. All motions of the hip are 
normal.” 


AUTHOR'S CASE 


The accident to brakeman A. W. Davis, 
whose case I am now reporting, occurred 
at 9 P. M. on March 8, 1916, at Hagers- 
town, Md. (yard). It might be interest- 
ing, in view of my opening remarks, to 
quote the report of the results of the in- 
vestigation : ; 


“Train 311, engine 620, pulled in on No. 42 track 
to the west end. Before the engine stopped at 
the west end, brakeman Davis got off the engine 
and changed the main track switch of the cross- 
over leading from No. 42 track to the westward 
Main track. He then cut off the engine from the 
train and ran ahead of the engine and changed 
the switch at the west end of this cross-over just 
in front of the engine. It is shown by the en- 
gineman’s statement that this switch was al- 
Teady set correctly, that the light shown white 
so long as engineman could see it, but Davis 
changed the switch just ahead of the engine and 
the engine ran through it without being noticed 
by Brakeman Davis. After the engine passed 
through, Davis again changed the switch back, 
thinking he was lining it up for the crossover. 
Instead, he changed it to No. 42 track. The fire- 
man was not familiar with the position of the 
Switch light and did not tell the engineman to 
g0 eastward until he was given a signal the sec- 
ond time to back. 

“Davis, after changing the switch as he thought 
for the cross-over, started to walk eastward on 
No. 42 track, as the engine backed out of the 
cross-over to back in over No. 42 track; and be- 
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fore Davis knew it, the tank of the engine had 
knocked him down between the rails and the en- 
tire engine passed over him. No one on the 
engine was aware of the accident until they heard 
somebody call. The engine was not stopped until 
after the entire engine, as above stated, had 
passed over Davis. No wheels passed over any 
portion of Davis’ body. He was simply rolled 
under the engine. 

“The patient gives the following report of the 
manner in which the accident occurred: 

“9:00 P. M., March 8, after train 311, engine 
620, had set train in west-bound yard, Hagers- 
town, I was riding with engine 620 to ash track 
through the main track switch, gave a back up 
signal on the fireman’s side of the engine and 
started to walk across track in front of tank of 
engine as it approached me; was caught and 
thrown under the engine between the rails and 
rolled over the frog, cross-over and switch point.’ ” 


It is hardly necessary for me to call 
your attention to the fact that this injury 
was the result of man failure and not due 
to any deficiency in equipment or ‘tools 
with which men were working. 


The patient was in the local hospital at Ha- 
gerstown by 10 o’clock. He was first examined 
by Company Surgeons Wroth and Campbell, of 
Hagerstown, who were waiting for him at the 
hospital. He was perfectly conscious and suf- 
fered a great deal of pain. The following are 
Dr. Wroth’s notes of the case while he was under 
his care: 

“On being admitted to the hospital the pulse 
was above 100 with good quality. Skin rather 
cold. He had an extensive scalp wound of the 
occipital region and a slight one to the side. Ap- 
parently no fractures of the arms or legs, the 
chief injury received being in the neighborhood 
of the lower lumbar spine and the sacrum. Im 
this region almost immediately was shown @ 
large hematoma, extending clear across the back 
and down into the left buttock. He complained 
of the pain as being located in the region of both 
hips and in the back at about the level of the 
lower lumbar spine where they join the sacrum.. 
The left foot was kept inverted slightly; the 
right foot was held in a normal position. Very 
slight motion in any direction could be made im 
either hip. Any motion beyond the slightest 
caused the patient to cry out with pain. There 
was a great deal of muscle spasm also, which pre- 
vented any motion’s being made. There were a 
number of abrasions over both legs. None of 
them was serious. The patient was given a half 
a grain of morphia hypodermically, was made as 
comfortable as possible and was left with orders 
to have the morphia repeated if necessary. 

“On the morning of March 9 an X-ray plate 
was made by Dr. Hoffmeier and this X-ray showed 
a fracture of the right side at the point where 
the ilium and ischium join with the pubic bone; 
in other words, immediately in the centre appar- 
ently of the acetabulum. The X-ray seemed to 
indicate that the head of the femur was pushed 
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inward toward the pelvis. The ilium seemed to 
be pushed upward away from the other bones 
which join it at the acetabulum. It was also sep- 
arated from the sacrum on that side. On the left 
side the head and neck of the femur were unin- 
jured, but there was a fracture at the acetabulum 
which was not so extensive as the fracture on 
the right side. After these X-rays were made 
the patient was replaced in bed. He had voided 
the night previous and the urine was smoky and 
under the microscope showed numerous red cells. 
The second voiding (300 c. c.) was nothing like 
so smoky as the first. 

“The patient remained fairly comfortable dur- 
ing the day, receiving no morphia until the night 
of March 9, but having to be changed about in 
bed frequently and having to have the pads un- 
der the knees and ankles changed repeatedly. 

“Dr. Dunott saw him on March 9 and remained 
over until this morning in order that another 
X-ray might be made. This morning after giving 
the patient a quarter of a grain of morphia, we 
took him to the X-ray room and made a plate 
with the fracture laid in as near normal position 
as possible and then a second X-ray with strong 
traction downward on each leg; an orderly hold- 
ing the patient by the shoulders in order to pre- 
vent movement of the body as a whole. These 
X-rays simply verified the ones which were taken 
the night previously, nothing new being shown. 
The effect of traction on the position of the bone 
was nothing. The patient in bed last night 
showed an eversion of the right foot while the 
left foot was held in about the normal position. 
This morning he persistently, however, kept the 
right foot in a normal position and the left foot 
in marked inversion. 

“Measurements were made as follows: Umb. 
to rt. int. mal., 89 cm.; umb. to It. int. mal., 90.5 
cm.; ant. sp. to rt. int. mal., 82 cm.; ant. sp. to 
It. int. mal., 85.5 cm.; Bryant’s line rt., 1.5 cm.; 
Bryant’s line It.. 4.5 cm. These measurements 


showed that there was a difference of about - 


three and a half centimeters in the Bryant’s 
line, the one on the right being shorter than the 
one on the left. This measurement was con- 
firmed by the measurements of the anterior su- 
perior spine, right and left. There is a _ real 
shortening on the right side and this is probably 
due to a dislocation upward which at the same 
time caused the fracture at the acetabulum and 
pushed upward to some extent the ilium. There 
also to my mind is a dislocation on the left side, 
backward and upward, though not so marked as 
the one on the right. 

“As Dr. Dunott suggested, the patient is being 
made as comfortable as possible and he will 
probably, in the course of a few days, be re- 
moved to Baltimore.” 

March 11, 1916—The patient was sent to Balti- 
more this afternoon. The trip from the Hospital 
to the railroad station did not cause him any 
pain. He was sent down in the private car with 
a nurse in attendance to give him morphia if he 
had pain. 

My association with this case developed on the 
day after the accident when I went from Balti- 
more to Hagerstown and examined the patient 


24 hours after the accident had occurred. | 
found the left leg immobile at the hip with a 
decided inward rotation of the thigh, leg and foot, 
Right leg shorter than the left by at least 2 em, 
Foot rotated outward and apparently a differ. 
ence in the length of the thigh as measured 
from the symphysis to the knee, the right thigh 
being the shorter. Examination of pictures, 
which had already been taken, was difficult, as 
the plates were pale. But it apparently was eyvi- 
dent from the first picture taken that there wag 
considerable damage of an unusual character to 
the pelvic bones; and on account of this condi- 
tion I deemed it advisable to make arrangements 
to have Davis transferred to Baltimore as early 
as I thought was consistent with safety. There 
fore he was moved to the Church Home and In- 
firmary in Baltimore on March 11. He stood the 
trip well, rode comfortably and showed no evi- 
dence of shock. On arrival he was placed in 
bed. 

A large hematoma had developed in the region 
of the ilium, extending down into the gluteal re. 
gion, both sides and across the back. 

On being admitted to the Church Home and 
Infirmary the temperature was 99.5°; pulse 96. 
The temperature did not reach normal until 
March 17. Maximum pulse was 115 between the 
entrance to hospital and March 17. Respirations 
were normal. From that time on, after recover 
ing from the anesthetic, which was given or 
March 17, there is nothing of interest in his tem- 
perature chart, as the pulse, temperature and 
respirations were normal. No evidence of blood 
in the urine; no internal complications. 

On the morning of the 17th the patient was 
anesthetized, placed on a Hawley table and pic- 
tures were taken of both hip joints. The reading 
of original plate taken in Hagerstown confirmed 
and showing further considerable separation of 
the ilium from the pubis and ischium; also a 
separation of the symphysis. Right hip showed 
a very wide space existing between the ilium and 
the cther two bones of the pelvis on that side, 
with the femur having been driven through the 
acetabulum upward and behind the ilium, making 
an extremely wide separation of the pelvic bones 
at this point. Reduction was attempted of left 
leg (after gentle movement, flexion, rotation, 


etc., to free the bone as much as possible). The | 


leg was bent on the thigh; the thigh was bent 
on the abdomen forcibly; the knee was shoved 
toward the median line; the knee was then 
brought out toward the axillary line in a wide 
arc; then the leg was gradually extended and 
brought down to a normal position, the bone 
slipping into the acetabulum, completing the re 
duction. The apparent increase in the length 
of the left leg after reduction was about three 
inches. A picture was then taken and developed 
immediately, showing that the head of the femur 
had engaged itself in the acetabulum, 

The right leg was then manipulated in the re- 
verse manner, the effort being to engage the 
head of the femur against the lower edge of the 
ilium so that the ilium could be used as a ful- 
crum to lift the head of the bone out of its ab- 
normal position. The leg was flexed upon the 
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thigh, the thigh flexed to a right angle, the knee 
rotated outward forcibly and the leg strongly ab- 
ducted, the thigh then forcibly flexed, with Dr. 
Bennett using all the force at his command, 
pressing upon the lower edge of the ilium, my 
idea being that if I could engage the head of 
the femur against the lower edge of the ilium 
that by bringing the knee in a wide arc toward 
the median line by adduction that I would force 
the ilium back toward the pelvic cavity, holding 
the head of the femur to the outside of the ilium 
as I gradually brought the leg down along the 
median line through the adduction arc to its nor- 
mal position alongside its fellow. 

The mechanism, as you will see by the pictures, 
was correct and the bone rested to the outside 
of the pelvis instead of through the acetabulum. 
It was with considerable difficulty, however, that 
this position was maintained pending the time 
the foot was strapped to the stirrup of the Haw- 
ley table and the extension applied. It might he 
well at this time to call your attention to the 
fact that the series of pictures being shown was 
taken as the various steps were made by me and 
immediately developed so that we could see just 
what was being done from time to time. 

After reductions of both legs had been made, 
the extension applied to both legs, that of the 
right, of course, being very much more severe 
than that of the left and a picture taken which 
indicated we had gotten about as near a normal 
position as we thought could be obtained, the 
right leg was then widely abducted for two rea- 
sons: first, for sanitary purposes; secondly, be- 
cause I felt that it would have a tendency to 
force the ilium toward the inner line of the pelvic 
cavity and bring it in closer coaptation with the 
other fractured ends of the pelvic bone of the 
right side. 

A very heavy plaster cast was then applied, 
extending from the arm-pits to the toes and al- 
lowed to harden in this position ‘before traction 
was relieved. As soon as the cast had set, the 
traction was relieved and screen plates were 
taken, which you will note show the position of 
the two femurs in relation to the acetabula. The 
patient was then put to bed, but complained of 
some discomfort for the next forty-eight hours, 
not very severe, except over the heels. Grad- 
ually he became more comfortable as the days 
passed; all functions were working; there was 
ee elevation of temperature and pulse was nor- 
mal. 

In describing the injury, I forgot to call your 
attention to the sacro-iliac separation of the right 
side. About a week after the cast was applied 
the patient complained of inability to extend his 
toes of the right foot. 1 had not noticed any 
Paralysis prior to the application of the cast, no 
evidence of foot drop, and I came to the conclu- 
sion possibly the paralysis was the result of 
Pressure used in the extension. About the 
twelfth day after the cast had been applied, there 
was considerable improvement made in the abil- 
ity to extend the toes. 

The day following the application of the cast, 
the toes which were free, of both feet, appeared 
very white. The hands also were white, but not 
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so white as the toes. I feared possibly some 
constriction. However, hemoglobin test which 
was made showed only. 60 % and I felt that this 
would account for paleness. Subsequent develop- 
ments proved this to be correct. The man had 
lost.a large amount of blood as a result of his 
scalp wound and the hematoma above referred to. 

The measurements are interesting as made at 
the time of the reduction. Before any reduction 
of either leg was attempted, measurement from 
the spinous processes of the ilium to the inner 
malleoli of both legs showed a difference of % 
inch between the left and right leg, the right leg 
being the shorter of the two. After the reduc- 
tion of the left leg and before the reduction of 
the right, there was a difference of 3% inches. 
After reduction of the right leg, as stated, there 
was only % inch difference and at the time I 
accounted for this difference by the fact that we 
had a sacro-iliac separation. On account of the 
displacement of land marks my measurements 
can not be considered as absolute, although the 
measurements from the spines of the iliac crests 
checked up correctly with the measurements 
from the umbilicus to the inner malleoli. 

During the entire time the cast was worn the 
patient’s appetite was good; his spirits were 
good; he slept well; and his functions were nor- 
mal. 

The following is the report of Dr. Bennett, who 
took the X-ray pictures at the time of the reduc- 
tion: 

1275—Post-operative reduction, left hip. Head 
of femur in acetabulum. Result splendid. 

1276—Right hip. Head of femur in position on 
Hawley’s table, without traction; position of pel- 
vic bones not so good. 

1277—Right hip after reduction. Patient on 
Hawley’s table; slight traction applied. Position 
good. 

It will be interesting to note the effect of trac- 
tion in connection with the reduction particularly 
of the right hip. In making the reduction of the 
right hip, it was found that unless firm pressure 
was-made by an assistant over the head of the 
femur shoving it downward, the head would im- 
mediately fall back through the opening of the 
acetabulum. 

In my judgment, the reduction and maintain- 
ing of good position could not have been accom- 
plished in this case without the use of a Hawley 
or one of the other mechanical tables, which 
have been devised for cases in which plaster 
casts are to be applied. My personal experience 
has been confined to the Hawley table and it 
fully fulfilled the requirements in this case. 

The entire operation, including the develop- 
ment of plates, required about one hour and forty- 
five minutes. The patient was put back to bed; 
recovered well from ether; suffered some discom- 
fort and pain, of course; and required for the 
first ten days anodynes. The maximum dose of 
morphia in any twenty-four-hour period was 4 
grain, with exception of one night, when he had 
¥% grain. At the end of two weeks pictures were 
taken, which are shown, and you will note no 
indication at this time of any callus formation. 
At the end of the thirty-third day after the cast 


= 


= 


156 SOUTHERN MEDICAL JOURNAL 


was applied, pictures were again taken, and the 
cast was removed on the thirty-fourth day. Mas- 
sage was used freely with gentle fiexion of the 
thighs, passive motion of the other joints, and 
ten days later, or on the forty-fourth day, he got 
up in a wheel chair, and on the fifty-first day 
was allowed crutches, carrying most of his weight 
in the beginning upon the left leg. He was dis- 
charged from the Hospital on the sixty-third day. 

The motion of both hip joints improved daily; 
the patient suffered some but not much pain; he 
was able to sit in the chair comfortably, and car- 
ried his weight with comparatively little discom- 
fort while on the crutches. Before leaving the 
Hospital, he was able to walk without the 
crutches by simply placing his hand on my 
shoulder or the shoulder of an attendant and 
walked with very little limp and practically no 
swinging of the body. He was sent to his home 
in Hagerstown and I am unable to give you the 
date upon which the crutches were discarded. 
But as he gradually moved about depending less 
upon his crutches, he showed a tendency to in- 
crease in limp and some shortening of the right 
leg. My first thought was that the laceration of 
soft parts and damage to muscle tissue of the 
right gluteal region was responsible for the pe- 
culiar gait, and with this in view for the last 
three months he has been receiving active mas- 
sage over the right hip, which has materially im- 
proved his condition. 

You will also note from examination of the 
patient that he is wearing a brace, on his left foot 
to overcome the toe drop mentioned in the be- 
ginning of the paper, and he is also wearing a 
shoe with an inner sole built up % of an inch 
and a heel built up to about two inches to ac- 
commodate or replace the shortening which is 
gradually taking place. 

A final picture was taken of the right hip on 
August 25, 1916, and the report of Dr. Bennett is 
given below: : 

The man at this time is active, moves with 
comfort, apparently has no joint pains, except in 
ihis right knee, which is not severe. With a cane 
the walks fairly well. Without a cane he has a 
very decided limp with a side twist tc his body 
which is very perceptible. Flexion and adduc- 
tion of both thighs are limited, very marked in 
tthe right, but Davis is able to sit down upon a 
‘chair comfortably and is also able to dress him- 
self, lace up his shoes, etc. 


While I may be open to criticism for 
the removal of the cast at the early period 
mentioned, my reasons for taking this ac- 
tion were as follows: I wished to avoid, 
if possible, the great pain and discomfort 
so frequently produced by irregularities 
in joint surfaces and I felt that while I 
was taking a chance to take the patient 
out of plaster in five weeks, the pos- 
sibility of the femur’s wearing down and 
smoothing off the irregularities which 
were bound to be produced by the forma- 


tion of callus as the fractures of the ace- 
tabula united were much more apt to oe. 
cur if this could be accomplished while the 
callus was still soft, and that if it could 
be accomplished by this mechanical pro- 
cedure, the possibility of eliminating pain 
would be much greater. Secondly, I felt 
if the patient were kept in the cast too 
long and the callus were not worn away 
by the motion of the joint, that the chances 
were largely in favor of the growing cal- 
lus’ gradually pushing out and displac- 
ing the hip bones from their normal posi- 
tion in the acetabula. 

I had no particular precedent to guide 
me in these thoughts and I felt that my 
reasons were sufficiently sound to justify 
the early action that I took in taking away 
the plaster dressings. These same rea- 
sons governed me in having him use his 
limbs as freely as possible in bed for the 
next ten days and also in getting him up 
and on crutches and urging him to put 
weight upon his limbs. I am not sure in 
my own mind, in view of the last picture 
which I have presented of the right hip, 
that my theory was entirely justified. 
The X-ray report August 25, 1916, 
shows a luxation of the right hip due, in 
his opinion, to the pushing out of the head 
of the femur by the callus formation. 
This diagnosis being correct, my early ac- 
tion in this case with reference to removal 
of cast, etc., did not accomplish the result 
of wearing away of the callus and re 
taining the acetabular cavity. While I 
have no picture of the left hip (failure to 
take one being purely an oversight), from 
the general motion of the hip and the man- 
ner in which he uses his left leg, I feel 
quite confident its position is practically 
normal. Therefore, it is possible that the 
early action above referred to may have 
had considerable bearing upon the ultimate 
result which I have obtained with the left 
leg. Certainly, he has no painful hip on 
his left side, although the literature would 
lead one to expect him to have a great deal 
of discomfort. His right hip is still a 
cause for thought and probably action. 

Bearing in mind the fact that he is 4 
man who has to labor and that in his pres- 
ent condition he is unable to follow the 


occupation that he engaged in before he. 


was injured, that his present education 
does not permit him to earn wage in any 
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other class of service comparable to the 
wage he was earning and would have con- 
tinued to earn as a trainman, the advis- 
ability of considering further surgical in- 
terference, with a hope of being able to 
ream out the pelvic cavity, replace the 
bone in its normal socket and obtain a 
normal or more nearly normal hip, is one 
which naturally presents itself with con- 
siderable force. On the other hand, he is 
able to move around with comfort, to 
walk considerable distances without pain, 
is able to undertake some class of work, 
is mentally sufficiently equipped with 
ground work to justify the anticipation of 
his being able to educate himself for work 
in another class of service whereby his 
earning capacity might at least be brought 
up to the standard of his former occupa- 
tion and with the possibility (provided 
the ambition and steadfastness of purpose 
will come to him) that he may go far be- 
yond, both in earning capacity and posi- 
tion, the point he had reached on March 
8 when the accident occurred. Consider- 
ing his future from the two points of view 
above quoted, with the view of giving pro- 
fessional advice as to the course he should 
pursue, remembering in the first instance 
the possibility of failure of bettering a 
condition which in my judgment is fairly 
good under all the circumstances, and on 
the other hand realizing the depression, 
sense of restraint and personal mortifica- 
tion that comes to any man who is phys- 
ically handicapped, either by deformity 
or by disease, particularly so when such 
deformity or disease comes after he has 
known many years of normal physical ca- 
pacity, places upon me a responsibility re- 
garding the advice I should give him 
which I hesitate to assume. If I accept 
the hypothesis that this patient would 
have continued to be entirely satisfied with 
his position in train service and accept- 
ing his promotion simply because of his 
seniority rights and that he does not pos- 
sess either the desire or the capacity to 
equip himself for better work in the fu- 
ture in other lines of service, I would be 
inclined to advise him to submit to fur- 
ther surgical procedure and take his 
chances. But knowing the man, I am not 
willing at this time to accept such a hypo- 
thesis. I believe he is capable and his 


misfortune may be his spur. Conse- 
quently, I hesitate. 

In conclusion, it is interesting to note 
that while the literature indicates that 
the mortality is high in this class of frac- 
tures, that he escaped serious injury to 
any vital structures and at no time after 
the first twenty-four hours gave me any 
concern from a mortality standpoint, ex- 
cept that I realized that it was possible at 
the time reductions were made that I, my- 
self, might do serious damage to soft parts 
and surrounding structures in my effort 
to bring about a normal relationship of 
the bones of the pelvis. 

I have given you as fully as possible the 
history and resume of the literature of 
fracture of the pelvis in which the femur 
or femurs have been driven into the pelvic 
cavity, so that I could ask you not only 
freely to discuss the character of injury 
and the method of treatment from all an- 
gles, but also that you might be in a posi- 
tion to help me in the decision which I 
will have to make. I would further ask 
you to give consideration to the views I 
have expressed in the first part of my pa- 
per in connection with the man failure or 
human equation, feeling that if the views 
of a body of men as representative as this 
body is recognized to be, could, without 
prejudice, coincide with the views that I 
hold on this subject, the weight of opinion 
expressed by you would bear heavily upon 
the arguments in opposition. While the 
number of men who think is large, and 
while the number of men thinking create 
by their thoughts ideas and methods that 
are of great value, there are comparatively 
few men who take the time or trouble or 
who have the ability to corral and publish 
their thoughts and methods, and, there- 
fore, generous discussion, whether it be of 
professional matters or whether it be of 
public matters, is of the utmost value. 
For this reason I request of you the freest 
possible discussion, asking each one of you 
to express your thoughts frankly and 
without hesitation, assuring you that I 
will appreciate whatever you have to say, 
whether it be in the line of commendation 
or in line of criticism. 

It has only been lately that I have had 
the honor of being enrolled as a member 
of this Association, and if I have taken 
advantage of my first opportunity of ad- 
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dressing you of presenting to you a case 
the details of which have been too long 
and the manner of presenting uninterest- 
ing, I ask your pardon and I shall submit 
as gracefully as possible to any judgment 
that may be rendered against me. 
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Editor’s Note: This is the second of six papers on frac- 
tures read before the Railway Surgeons. The first one 
appeared in the January issue, the other four, with discus- 
sions of all, will appear in future issues. 


GYNECOLOGICAL CLINIC* 


By JOHN WESLEY LONG, M.D., 
Greensboro, N. C. 


CASE I.—RETROVERSION, CHRONIC APPENDI- 
CITIS, SHIRRING THE ROUND LIGA- 
MENTS, AND AP?ENDECTOMY 


The first patient operated upon had re-— 


troversion and chronic appendicitis. She 
was a young white wcman, age 29, mar- 
ried, and had borne one child. This case 
was a beautiful one upon which to demon- 
strate the best method of shortening the 
round ligaments. 

Attention was calied to the story of 
Alquie, of Montpelier, who in 1840 pro- 
posed to the French Academy of Medicine 
to shorten the round ligaments by draw- 
ing them out of the inguinal canal. The 
Academy appointed a committee which, 


*Before the Southern Medical Association, 
Tenth: Annual Meeting, Atlanta, Ga. Tuesday, 
November 14, 1916, at the Grady Hospital. 


after four years, reported adversely and 
congratulated Alquie for not having tried 
his operation upon the living woman. He 
had performed it upon dead subjects and 
animals. In 1881, Alexander success. 
fully did what Alquie proposed. In 1886, 
Wiley, who was Dr. Long’s teacher, short- 
ened the round ligaments intra-abdomin. 
ally by folding them upon themselves, 
In 1897, Goldspon did practically the Al- 
exander-Alquie operation modified by 
opening the peritoneum sufficiently to in- 
troduce the forefinger. It is recalled how 
he cut off the forefinger of his glove. Nine- 
teen hundred marked a decided advance 
when Gilliam pulled the ligament through 
the fascia and rectus of the abdominal 
wall. The next year Webster pulled the 


Fig. I. 
Shirring the Round Ligaments. 


round ligaments through the broad liga- 
ments and sutured them to the uterus be- 
hind. From these groups many modifica- 
tions have arisen. 

Dr. Long demonstrated his method of 
“shirring the round ligaments.” The 
plan is both simple and effective. A 
glance at the illustrations makes the op- 
eration clear. After opening the abdo- 
men, the ligament is pulled out of the 
inguinal canal as far as possible and 4 
needle thrust through it close to the i- 
ternal ring. This is repeated seve 
times, always traveling toward the fundus. 
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The ends of this continuous suture are 
tied together, which shirrs (shortens) 
the ligament. The fold of peritoneum 
springing from the pelvic wall is 
stitched over the shirred portion of the 
ligament. Dr. Long stated that the entire 
operation is free from trauma, is cor- 
rect in surgical principles and certainlv 
is as effective as any other operation for 
shortening the round ligaments. He fur- 
ther added that the method had been 
adopted in the Mayo Clinic and by a num- 
ber of other surgeons. 


CASE II.—INTERSTITIAL UTERINE FIBROIDS. 
SUBTOTAL HYSTERECTOMY. 


The patient was a nulliparous Negress, 
36 years old. She evidently had had pel- 


Fig. Il. 
Shirred Portion of Ligaments Covered with 
Meso-Ligament 


vic inflammation a long while ago, since 
there were many well-organized adhe- 
sions and the uterine mass was firmly 
fixed in situ so that it would not be deliv- 
ered or elevated the least degree. The 
immobility was augmented by some of the 
fibroids’ being situated low and developing 
deeply into the broad ligaments. The 
only practical way to remove the mass 
was to bisect after the manner of Kelly 
and deliver it piecemeal. This was done 
without so much as disturbing the adhe- 
Sions. The visitors were asked to note 
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the absence of any degree of trauma or 
even congestion of the intestines. 


CASE III.—PYOSALPINGITIS—BILATERAL 
SALPINGECTOMY 


“Perhaps the most common abdominal 
condition found among ‘the daughters’ of 
Ham’ is pus tubes.” This patient, a col- 
ored woman of twenty-nine years, had 
enormous tubes. One contained a pint or 
more of pus. Dr. Long stressed the in- 
advisability of operating upon patients 
with pus tubes during the acute stage of 
the disease. Simpson has shown that the 
temperature should have been normal for 
several weeks before operation. By this 
time the pus is sterile and the toxins are 
neutralized. This is the most important 
lesson we have learned concerning pus 
tubes since Neisser discovered their cause. 

In this instance the huge tubes were 
gently enucleated. Pus was spilled in the 
pelvis, since part of the largest abscess was 
outside the tube, extending deeply into the 
cul-de-sac. A supra-public drainage tube 
was used. 

A report from Dr. E. C. Davis three 
weeks after the clinic was held says ail 
the patients made uninterrupted) recov- 
eries. 


REPORT OF A CASE OF SUPERFET- 
ATION OCCURRING IN A 
UTERUS SUBSEPTUS 


By W. T. PRIDE, M.D., 
Memphis, Tenn. 


Mrs. N., aged 28, mother of one child, sent for 
me in September, 1915. She was found with a 
temperature of 101° F., pulse 110, a very foul 
discharge coming from the vagina, with a history 
of having had an “abortion” performed about one 
week earlier. Examination showed a partial dis- 
charge of retained secundines—the uterus about 
the size of a four months’ pregnancy. She stated 
she had had a chill that morning. 

She was sent to the ward of the Lucy Brinkly 
Hospital and that afternoon the uterus was emp- 
tied. Upon exposing the cervix two ora uteri 
were observed with a discharge from both. Upon 
the right side the curette could be introduced for 
about five inches. Upon the left side some dilata- 
tion was necessary, whereupon the curette was 
introduced about three and one-half inches. 
There was no communication between the two, a 
thick septum intervening all the way to the fun- 
dus. 
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Upon the right side the well-formed placenta 
and portions of retained membranes were re- 
moved. Upon the left, the formation of the pla- 
centa was incomplete, but a decided quantity was 
removed. lIodoform gauze was introduced into 
both sides and the nurse was given instructions 
to remove it the next morning. 

The patient made an uneventful recovery, leav- 
ing the hospital after ten days. One week later 
she called at my office, stating her “womb was 
down.” Upon examination I found what she had 
felt to be the iodoform gauze in the left side, 
the nurse having removed only that in the right 
side. There was no further trouble. 


This case is reported because of its 


rarity and because its existence is really - 


doubted by many authors. It may be that 
in the above case the smaller left side was 
not a later pregnancy than the right, but 
certainly the placenta and membranes are 
very conclusive. 

I regretted very much not being able to 
see the fetuses which the abortionist had 
removed. The uterus subseptus is a rare 
condition and it is not unlikely that it 
may lead to more multiple pregnancies. 


Memphis Trust Building. 


AUTHORS’ ABSTRACTS 


Surgery, Gynecology, Obstetrics and Genito- 
Urinary Diseases 


Gonorrhea in Women. John E. Hall, Nashville, 
Tenn., Journal of the Tennessee State Medical 
Association, January, 1917, p. 358. 

The writer believes woman’s ignorance of gon- 
orrhea and the mildness of symptoms, responsi- 
ble for the laxity of the profession in not making 
a thorough examination when consulted as to the 
cause of her leucorrhea. Diagnosis is usually 
made by guess rather than by scientific methods. 
The author calls attention to the necessity of 
microscopical examination of the secretions. In 
married women, the possibility of leucorrhea’s be- 
ing gonococcal in origin is often overlooked not- 
withstanding the fact that most husbands have 
had gonorrhea and the majority are still infec- 
tious. Gonorrhea is increasing in prevalence, 
and will continue to do so until the profession 
realizes its importance as a cause of pelvic in- 
flammation, sterility and semi-invalidism. He 
stresses the importance of correct early diagnosis, 
followed by intelligent treatment, as the disease 
is beyond cure after involvement of pelvic organs 
takes place. Chronic cervicitis and Bartholinitis 
are sources of gonococcal infection from which 
men contract gonorrhea from women who show 
no external evidences of the disease. In treat- 
ing cervicitis, most recent authorities state that 
cauterization by solutions of iodin and nitrate 
of silver does no good, as it does not penetrate 
deeply enough into connective and muscular tis- 
sues to effect the organism. In endometritis 
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curettage is worse than useless, as it is impossi- 
ble to remove the infected endometrium and its 
glands, and it may do harm by causing acute 
salpingitis. Vaccine treatment as used at pres- 
ent is as likely to do harm as good, as this form 
of treatment is not yet established upon a scien- 


tific basis, 


Blood Transfusion Simplified; Deductions from 
Nineteen Cases, Eleven Human and Eight on 
the Dog. J. T. Nix, Jr., New Orleans, La., New 
Orleans Medical and Surgical Journal, Decem- 
ber, 1916, p. 435. 

An apparatus was devised consisting of two 
extra large glass syringes (200 c. c.), one of 
which was to contain sodium citrate solution and 
the other to aspirate or inject blood. The blood 
syringe was connected by a short rubber tubing 
to the shaft of a Y-tube. One arm of the Y-tube 
was connected with a special glass transfusion 
tip which was inserted and tied in the vein of 
the recipient. The other arm of the Y-tube was 
connected with one arm oi a T-tube. The shait 
of the T-tube was connected with the citrate 
syringe, and the distal arm of the T-tube was 
connected with another transfusion tip which 
was inserted and tied in the vein of the donor. 

The donor’s blood is mixed with citrate as it is 
extracted and the tubes and connections are 
constantly kept bathed with citrate from the 
syringe. The apparatus is supported on a metal 
frame, all of which can be boiled. 

When disconnected, singie transfusion can be 


done with either syringe and the separate trans- _ 


fusion tips. 

The apparatus is very simple. Transfusion 
tips are made from drinking tubes by simply 
heating with an alcohol lamp and drawing out to 
a point. Any style syringe is applicable,—glass, 
asbestos-glass, hard rubber or metal,—the larger 
the better. 

The paraffin coating of the tubes, spraying of 
the tips with ether and other complicated meas- 
ures are eliminated, and the current of blood is 
changed to the desired direction by simply ap- 
plying small forceps to the. rubber connection. 


The Non-Protein Nitrogen and Urea in the Ma- 
ternal and the Fetal Blood at the Time of Birth. 
J. Morris Slemons and William H. Morriss, Yale 
Medical School, New Haven, Conn. Bulletin 
of ~ Johns Hopkins Hospital, December, 1916, 
p. 343. 

Great difficulties attend the study of the nutri- 
tion of the fetus in utero, consequently little is 
known of the mechanism of the placental inter- 
change. With improved methods for blood-analy- 
sis investigation of this problem becomes possible 
by comparing the composition of maternal and 
fetal blood at the moment of birth. 

Normally, identical quantities of urea are found 
in both circulations which indicates that this, the 
chief fetal nitrogenous waste product, passes 
through the placenta by diffusion. In other words 
the fetal urea enters the mother’s blood in the 
same way that urea from her own tissues enters 
it. 

(Continued on page 173) 
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THE OPERATIVE TREATMENT OF 
CHRONIC FRONTAL SINUSITIS* 


By T. W. Moore, M.D., 
Huntington, West Va. 


The operative treatment of chronic 
frontal sinusitis resolves itself into the 
establishment of free discharge or the ob- 
literation of the sinus. The former is 
preferred by a large majority of the rhi- 
nologists today, owing to the deformity 
so frequently resulting from attempts to 
obliterate the sinus and by the more fa- 
yorable results obtained by free drainage. 

The principal causes of obstruction to 
drainage are deviations of the septum or 
hypertrophies of the middle turbinates 
and adjacent structures and polypoid or 
other pathological changes in the mucous 
membrane about the sinus or in the naso- 
frontal duct. 


It is surprising how often chronic sinus- 
itis not only of the frontal, but also of 
other sinuses clears up and the symptoms 
subside after straightening a deviated 
septum by a submucous operation. 


There must be an X-ray picture taken 
in all cases as a diagnostic measure, and 
to make sure that there is a frontal sinus- 
itis. Then the anterior end‘of the middle 
turbinate should be removed and the 
neighboring ethmoid cells broken down, 
as this may bring about a cure. If it does 
not, it will lessen the hemorrhage at the 
time of doing a more radical operation. 

During the last two years there have 
been some advances in the treatment of 
this condition, and I particularly wish to 
talk to you today about the advantages of 
the operation devised and perfected by Dr. 
Howard A. Lothrop. As a preliminary 
step, Lothrop places a pledget of cotton 
saturated with a 4% cocaine and epine- 
Phrin solution above and where the ante- 
nior end of the middle turbinate has been 
removed, just before beginning the anes- 
thetic. This is removed after the patient 
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is anesthetized. This lessens the bleeding. 
The posterior nares are plugged before 
beginning the operation, thus preventing 
the blood from entering the larynx. 

The technique is comparatively simple; 
there is no scar and very little after-treat- 
ment. In the cases that I have treated by 
this method the results have been most 
gratifying. The incision is made in the 
eyebrow, which is not shaved but pre- 
pared by scrubbing with green soap and 
alcohol. It is about one inch long and 
extends from the supraorbtol notch in- 
ward on to the nose. After the bleeding 
is controlled the periosteum is cut and ele- 
vated, the wound being held open by a 
Vail’s or Jansen’s retractor. An opening 
is chiseled into the bone at the naso-orbital 
angle or Ewing’s point. For this I use a 
large Alexander’s mastoid chisel. After 
the opening is made into the sinus, it is 
enlarged with a rongeur forceps, Lothrop 
says to 34, inch. I have not found it nec- 
essary to make the opening so large. The 
sinus is then curetted if any polyps or 
granulations are present, preserving so 
far as possible the mucous membrane in- 
tact. A probe is then inserted through 
the ostium into the nose. The fronto- 
nasal duct is enlarged with a small curette 
or rasp until the spine of bone is reached, 
using the probe as a guide. This is then 
rasped off, or taken off, with burrs until 
the entire nasal floor is removed. 

The partition between the sinuses is 
burred down and removed in all cases, at 
the same time removing enough of the 
perpendicular plate of the ethmoid to give 
free access to the now one sinus through 
either nostril. The wound is now closed 
with no packing, and a pressure bandage 
is applied. 

I have only performed this operation 
five times, and will give you a brief analy- 
sis of my cases: 


Case I.—The patient had been operated upon two 
years previously intranasally, without any benefit. 
The Lothrop operation was done very thoroughly. 
The next day the dressing was removed and the 
patient was resting comfortably. The following 
day he returned to his home, where the stitches 
were removed on the seventh day. There was 
no other treatment, not even a nasal douche being 
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used. So far, after six months, I am informed 
that there has been no return of the symptoms 
and the patient thinks that he is cured. 


Case II.—This patient had been operated upon 
by me intranasally for a purulent left frontal 
sinusitis about two years previously. He had 
been apparently well after about six months of 
irregular treatment. He came stating that about 
three weeks before that the same symptoms had 
developed upon the right side, and that he had 
been unconscious for nearly three days during 
the second week; and whilst he was much bet- 
ter, he was having much pain and frontal heavi- 
ness, especially after stooping.- I did the Lothrop 
operation, following as closely as possible the 
technique described by the originator. As there 
had been no previous intranasal operation upon 
this side, I removed the anterior end of the mid- 
dle turbinate as the first step after the patient 
was anesthetized. The septum between the 
sinuses was so far to the right that I entered 
the left sinus and thought that I had found a 
large sinus with no partition; but in searching 
for the ostium I readily broke through, entering 
a small sinus filled with pus. I proceeded to re- 
move the intranasal floor completely. The pa- 
tient felt splendidly the next day when the band- 
age and outer dressing were removed and a 
dressing of cotton and collodion was applied. 
He went to his home twenty miles away the fol- 
lowing day, returning to my office the seventh 
day to have the stitches removed. I saw him 
again on the twentieth day and also two months 
later. This patient used a weak iodine in oil 
spray at home, but had no other treatment. 


Case IIJ.—This man had been operated upon 
intranasally by me in 1913. His pain and the 
secretion stopped for about six months, when, 
after an attack of influenza, a severe frontal 
sinusitis occurred, with all the classical symp- 
toms. He was treated until July of that year, 
when he came to me stating that he wished an 
operation that would cure him, The Lothrop 
operation was performed in July. At the time of 
the operation there was very severe bleeding, 
which was not entirely controlled until after the 
operation was finished and the patient had been 
sent to his room. The hemorrhage seemed to 
come from the upper portion of the nasal sep- 
tum and prevented me from removing as much of 
the perpendicular plate and not quite so much 
of the spines of the frontal bone as desired. This 
patient had a stitch abscess with swelling of the 
eyelids, the eye upon the operated side being 
closed. This yielded slowly to treatment. The 
nasal opening was not so large as it should have 
been. Three times since the operation was per- 
formed the patient has developed some headache 
and a slight purulent discharge in the nose, which 
subsides when the opening is enlarged through 
the nose. This 1 have done with the rasps. 


Case IV.—An out-of-town patient who had had 
chronic frontal sinusitis for two years left the 
hospital the day after the operation in company 
with his family physician and has not been heard 
of since; although I am confident that he would 
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have returned had there been any untoward 
symptoms. 

Case V.—This patient had been operated upon 
almost a year before externally, and had been 
relieved until a few weeks before I saw him, 
when his old headache returned more severely 
than ever. I found no pus in the sinuses, although 
there was some granulation tissue and some 
polyp-like masses. The nasal floor of the sinus 
was removed thoroughly. The patient developed 
a stitch abscess on the fourth day, from which 
there was some purulent discharge for about ten 
days. This patient still has slight headache and 
some crusts in the nostrils, although his other 
symptoms seem to have subsided. 


CONCLUSIONS 


1. I believe that in the Lothrop opera- 
tion we have all the advantages of the va- 
rious intranasal operations, with practi- 
cally none of their dangers, because we 
are able to see each step of the work. In 
addition, none of the intranasal methods 
removes the floor of both sinuses so com- 
pletely as this. 

2. The technique is simple and the op- 
eration is easily performed. 

3. The cosmetic effect is excellent, there 
being practically no scarring. 

4. The very little after-treatment makes 
it particularly applicable to those pa- 
tients who are so situated that they can 
not undergo prolonged after-treatment in 
skilled hands. 

5. The results are very satisfactory. 
The symptoms, especially pain and in- 
creased secretion, disappear. 


DISCUSSION 


Dr. T. W. Moore—I wish to say that I saw 
this operation done by Drs. Richards and Lynch 
in New Orleans last March. At that time they 
had made some rasps. They were unable to ob- 
tain those Lothrop used. This rasp (exhibiting). 
which is theirs, has a handle which was added 
by me so that it can be better controlled. They 
also devised these two burrs (indicating) which 
are plane on one surface to prevent their going 
through the cribriform plate. In the last opera- 
tion I used the Tilley burr, which was devised, 
as you know, for use in the maxillary antrum. 
Of course it cuts in all directions, but, seeing the 
field as you do, I do not think it is necessary to 
have protected burrs as it would be if we could 
not see what we are doing, 

This (indicating) is Lothrop’s burr, which I 
received just a few weeks ago and which I have 
used in only one operation. 

This rasp (indicating) I have used several 
times. Dr. Lynch will explain more in detail. 

Dr. R. C. Lynch, New Orleans, La.——As you 
know, the operation for the cure of chronic frontal 
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sinusitis has been somewhat of a disappointment 
to most of us. Those who have been through 
the disheartening experience of the Killian op- 
eration, with the deformities, and of this sinus 
operation designed primarily to get rid of the 
infection without deformity, have been to me 
personally and to others of my friends with whom 
I discussed the question unsatisfactory, until 
Lothrop presented to us at the meeting of the 
American Medical Association on the Pacific 
Coast his operation upon the frontal sinus. It 
seems to me, since I have been doing it, that the 
operation meets all the demands that we put 
upon it for the cure of chronic frontal sinusitis 
without any of the deformity and gives one pos- 
sibly the greatest opening from the frontal sinus 
into the nose. In many of the chronic cases of 
frontal sinusitis we find both sinuses involved, 
especially where one examines the inter-sinus 
septum. 

In two of my cases where only one frontal 
sinus was involved, opening up the sinus of the 
non-diseased side had no influence at all upon 
the cure of the condition. In other words, open- 
ing up the normal sinus did not seem to di- 
minish the resistance of that sinus, and it was 
not infected as the result of communication with 
the diseased side, which [ think is an important 
observation. Certainly the operation is attended 
with practically no deformity and I have been 
able to secure the photographs of three of my 
cases which will speak for themselves, 


The first one that I show, that of a lady who 
had been operated upon by my predecessor, Dr. 
Gordon King, some fourteen or fifteen years ago 
for an acute frontal sinusitis on her right side, 
doing the old Ogsden Luc operation, apparently 
had convalescence or symptomatic cure for about 
ten years. There developed this swelling or pus 
formation over the frontal sinus on the right 
side, demanding its operation and curetting tis- 
sue, removing the ethmoid cells and opening up 
the sphenoid cells. This was foHowed by recov- 
ery in due time. In fact, I had operated upon 
the right side four times, attempting to gain a 
cure of this frontal sinus. With the Lothrop op- 
eration we determined that the partition wall 
between the two sinuses had’ become necrotic, 
and naturally the right frontal was becoming in- 
fected from the left. So we incised over the left 
eye, doing a Lothrop operation, making the wall 
very narrow between the two sinuses, did a sim- 
ple plastic operation in the scar of the right 
side; and you will see from this picture over the 
left eye she has absolutely no scar whatsoever, 
and over the right eye—-the side of the Ogsden 
Lue operation—appears a perceptible scar. 

In the colored boy, whose picture I wili pass 
around, was a pan-sinusitis (both sides). I used 
the Lothrop operation upon him, removing the 
ethmoid and sphenoid cells on both sides. None 
of that showed since the operation, and he is 
Perfectly well, having submitted since this op- 
eration to the double Caldwell Lue, and he is 
now free from pus in all sinuses. 

The last patient is a typical Lothrop and you 
can see the scar down on the side of the nose 
(indicating). 


I have only a minute or two to finish the dis- 
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cussion and will only bring out a few points. 
The Lothrop operation offers the largest open- 
ing for the frontal sinuses into the nose, and se- 
cures the best drainage and ventilation for these 
cavities. It is perfectly easy through the exter- 
nal opening to remove tbe ethmoid cells and 
open the sphenoid of the upposite side as in op- 
erating in pansinusitis cases. The instruments 
are always in full view and one is able at all 
times to protect the posterior wall from injury. 
The after-treatment is easy and of short dura- 
tion and stress must be laid upon the inadvis- 
ability of washing. 

I brought the burrs to skow that they have a 
flat instead of a cutting surface on all sides. We 
find the use of the flat surface of the burr, pro- 
tecting the brain plate of the frontal sinus is of 
decided value. These (indicating) are dilators 
for keeping the opening open, after the Watson 
and Williams design. 


Dr. J. A. Stucky, Lexington, Ky.—The opera- 
tion, as described by Moore and Lynch, is prac- 
tically the only operation I have performed 
upon the frontal sinus in the last five years. I 
did not know until recently that it was a Lothrop 
operation. [I think that the Killian operation 
has practically had its day. We have had cases 
of ugly deformity resulting from them that we 
can not get rid of. The Lothrop operation, it 
seems to me, fulfills every indication that is 
called for by the Killian operation. Dr. Moore 
stated that there were two things to be obtained 
by the operation,—ventilation and obliteration of 
the sinus. The last thing we want, it seems to 
me, is to obliterate the sinus. Our surgery dif- 
fers from all other surgery in that it must give 
ventilation as well as drainage, and we must 
leave the sinus in a condition to be drained and 
ventilated. For that reason I do not remove the 
anterior tip of the middle turbinate, but remove 
the whole turbinate, because I have been troubled 
afterward with the formation of granulations or 
polypoid degeneration. I want to emphasize one 
thing that Dr. Lynch mentioned as he sat down. 
and that is the advisability of not washing out 
the nose and the sinus. Our aim should be ag 
soon as possible to make the mucous membrane 
work from within outward; make it cleanse it- 
self, and we can get a great deal of help in that 
direction by simply removing the crust, wiping 
out the floor of the nose, stimulating the secre- 
tion of the membrane by giving increased doses 
of iodin or muriate of ammonia. 

Another point is to save the orbital wall if you 
can, but remove the floor. I have not been using 
these rasps that have been shown, but I am 
very much pleased with them, and am going to 
have them. I have been using the small size 
Kerrison forcep for that purpose and have been 
getting an opening large enough to admit free 
drainage and free ventilation. After this it is 
important to teach your patient how to blow his 
nose so that he may do away with the atomizer 
and douche bag. I have stopped using oil as a 
basis in any of my solutions. It simply plugs up 
the mucous membrane so that it interferes with 
the normal secretion of mucus. 


Dr. E. W. Carpenter, Greenville, S. C.—This 
operation is not a panacea for all casés of chronic 
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frontal sinusitis. We are still going to find cases 
where a Killian will be necessary. To illustrate, 
recently I saw a man with an inflammatory mass 
over the temporal side of the right orbit, making 
a diagnosis very difficult. Opening him up, I 
found a very small sinus, very narrow and lead- 
ing straight up on the forehead, with no connec- 
tion whatever with the inflammatory mass in 
the temporal region. Extending the incision in 
the soft parts to include this region, a boney. ne- 
crosis extending into a very narrow thick-walled 
cavity was discovered and this was followed into 
the nose. Removing the external table of the 
frontal bone between the first sinus and this 
second one, a third cavity was discovered. Thus 
we had three long narrow frontal sinuses with 
very thick walls, each emptying into the nose 
through its own duct. Only the external sinus 
appeared to be diseased. 

Thus we can readily see how a Lothrop opera- 
tion would have failed because it would have been 
a mechanical impossibility completely to open 
and exenterate all of these sinuses through the 
initial opening. Nothing short of complete ex- 
posure of these cavities with thorough removal 
of the thick dense septa would effect a cure. 

Dr. Moore (closing).—I wish to say that Dr. 
Lothrop does recommend douching the nose by 
an alkaline douche after the second day. I did 
not do this in one or two of my cases because 
the patient did not return to have it done, and I 
found that he got along just as well without it. 
Lothrop’s original article, as published in the 
Transactions of the Laryngological Section of 
the American Medical Association in 1915, is 
‘very beautifully illustrated, and to you who are 
interested I would recommend that you look up 
this article. Dr. Lothrop, who is Assistant Pro- 
fessor of Surgery at Harvard, wrote, in 1893, a 
monograph upon the anatomy of the frontal sinus 
which is one of the most complete accounts in 
our literature. 

I am not sure that Dr. Stucky removed the par- 
tition between the sinuses. Did you? 

Dr. Stucky—I think so. I had to X-ray the 
lesions. 

Dr. Moore—It is very necessary to remove the 
partition and also a portion of the nasal septum 
so that you can get through either nostril into 
the sinus. You get much more space that way. 

The case that Dr. Davis reported, where he 
found three sinuses on one side, is of course an 
anomalous one, but I think in cases with these 
partitions that all three could be broken into 
one sinus and drained down into the nose by re- 
moving the nasal floor of the sinus. 


SOME OBSERVATIONS IN LARYN- 
GEAL DIPHTHERIA* 


By JOSEPH B. GREENE, M.D., 
Asheville, N. C. 


The very great importance of laryngeal 
diphtheria is my excuse for bringing this 


*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Tenth Annual 
Meeting, Atlanta, Ga., Nov. 13-16, 1916. 
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subject to your attention at this time. If 
I am able to arouse the interest of the 
members of this Section to the impor. 
tance, and likewise the seriousness, of 
this form of diphtheria, I shall feel that 
your time has not been wasted in the pre- 
sentation of this paper. 

Our opportunities as specialists for say- 
ing life by operative procedure, compared 
with that of the general surgeon, is lim- 
ited. So it is our crying duty, and like- 
wise our great privilege, to make use of 
the life-saving procedure of intubation 
when the opportunity is offered. In the 
large cities of the country it is usual to 
remove patients suffering with diphtheria 
to a hospital for infectious diseases where 
intubation, or less frequently tracheotomy, 
is performed on the cases with laryngeal 
obstruction. This is usually done either 
by a specialist connected with the hos- 
pital, by a general practitioner, or a pedi- 
atrist on the service at the hospital. How. 
ever, in the South we are seldom blessed 
with hospitals for acute infectious dis- 
eases such as diphtheria. So we are usu- 
ally called upon to render aid to these dis- 
tressed patients at their homes, either in 
the country or among the poor and neg- 
lected of our cities. 

It would be needless to say that the fre- 
quency of laryngeal diphtheria is in di- 
rect proportion to a failure of the early 
use of antitoxin. Yet, at times, no one 
is culpable for failing to make an early 
diagnosis of laryngeal diphtheria; partic- 
ularly is this the case where the lesion is 
primarily in the larynx and where the 
nasal and pharyngeal mucous membranes 
are free from diphtheritic inflammation. 
The cases frequently seen are those where 
no physician was called until the laryn- 
geal symptoms were well advanced. 

In discussing the subject of laryngeal 
diphtheria I shall not go into every phase 
of this much-dreaded disease, such as its 
pathology and bacteriology, but rather 
confine my remarks to some of the essen- 
tials in the diagnosis and treatment of 
this condition. The diagnosis of this af- 
fection is not at all times easy, and it is 
a rule rather than an exception that the 
diagnosis must be made from the history 
and the clinical symptoms. So urgent are 
the symptoms that usually no time is per- 
mitted for a laboratory diagnosis. In fact, 
cultures from the throat of primary laryn- 
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geal diphtheria are positive in only about 
60 % of the cases. 

The earliest symptom of laryngeal diph- 
theria is a little hoarseness associated 
with a croupy cough, soon becoming met- 
allic in character. This becomes gradual- 
ly worse until in a few hours the patient 


has difficulty in getting sufficient air. The: 


patient becomes aphonic and infants are 
unable to cry out aloud. There is soon 
noted a stridor, heard both on inspiration 
and expiration. Restlessness increases 
and there is noted a marked suprasternal 
and substernal retraction with dilatation 
of the alae nasi. All the accessory respi- 
ratory muscles are soon brought into play 
to supply the patient with the much- 
needed oxygen. If unrelieved at this time, 
the patient becomes gradually worse and 
there is soon noted a certain cyanosis and 
the stridor becomes louder and the rest- 
lessness becomes greater with all the ap- 
pearance of air hunger. The respirations 
at this time are greatly increased and the 
pulse quickened from the added burden 
placed upon the heart. If the obstruction 
remains unrelieved, the cyanosis changes 
to a pallor and the restlessness becomes 
less, which should not be mistaken for an 
improved condition; and death soon su- 
pervencs if the patient is not relieved of 
his respiratory distress. _ 

_The temperature in laryngeal diphthe- 
ria is, as a rule, not high and there may 
be almost none at all. The membrane 
may be primary in the larynx, or may be 
an extension downward from the nose or 
pharynx. According to Lynah it may be- 
gin in the trachea or the bronchi and ex- 
tend upward to the larynx. The diagno- 
sis is much easier where a distinct mem- 
There 


brane is noted in the pharynx. 
may be an extension of the membrane 
down into the trachea, and even into the 


bronchi. Lynah, of New York, has re- 
ported a series of primary tracheo-bron- 
chial diphtheria diagnosed with a broncho- 
scope. It should be remembered that the 
dyspnea in laryngeal diphtheria is a grad- 
ually increasing one and there is usually 
an absence of the intermissions which 
occur with spasmodic conditions of the 
larynx. 

Acute laryngitis, simple croup so- 
called, is likely to come on at night rather 
suddenly and responds to the usual treat- 
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ment. A croupy condition in children, 
however, continuing into the following 
day, is suspicious of laryngeal diphtheria. 
In fact, Place, of Boston, says every case 
of laryngeal dyspnea in a child should 
be regarded in the light of diphtheria un- 
til proven otherwise. In every case with 
laryngeal symptoms the pharynx should 
be first inspected for massive tonsils or 
bulging abscess, either retropharyngeal or 
peritonsillar, which might be responsible 
for the obstructed breathing. It has been 
noted that in obstructions above the glot- 
tis the stridor is inspiratory in character, 
while below the larynx, as in foreign body 
cases, the stridor is more expiratory in 
character. In laryngeal diphtheria the 
stridor is both inspiratory and expira- 
tory. 

As before stated, the diagnosis of laryn- 
geal diphtheria must be made from the 
history and the clinical symptoms with- 
out the aid of the microscope. Laryngeal 
symptoms occurring in a patient with a 
visible membrane in the pharynx is al- 
most certainly laryngeal diphtheria. In 
obstruction due to the so-called swallow- 
ing of a foreign body there is usually a 
history of such an accident with a sudden 
onset of symptoms. In laryngeal diphthe- 
ria the onset is usually gradual with a 
slow, but steady, increase in the severity 
of the respiratory symptoms. If the ob- 
struction is high up, as with massive ton- 
sils or in peritonsillar, or retropharyngeal 
abscess, inspection of the pharynx will re- 
veal the cause of the dyspnea. The dys- 
pnea in pneumonia may be mistaken for 
laryngeal diphtheria; but in this condi- 
tion the stridor is either slight or entirely 
absent. There is absent also the metallic 
or aphonic cough of laryngeal diphtheria. 
A careful physical examination should re- 
veal signs of pneumonia. The tempera- 
ture in pneumonia is usually much higher 
than the uncomplicated laryngeal diph- 
theria. In simple laryngitis of children 
there is often a history of previous at- 
tacks occurring usually at night and be- 
coming better in the following day. in 
cases of sufficient severity where we are 
unable to use a laryngeal mirror for di- 
agnostic purposes, resort may be made 
to direct inspection of the larynx with 
the laryngeal speculum. Frequently the 
urgency of the symptoms is such that we 
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are not justified in delaying operative 
procedure for accurate diagnosis until we 
have made a direct inspection of the 
larynx. 

Time does not permit me to enter into 
a discussion of the subject of intubation 
vs. tracheotomy, but suffice it to say that 
the great majority of operators in Amer- 
ica prefer intubation to tracheotomy. So 
I shall now take up the most important 
factor in the treatment of obstruction in 
laryngeal diphtheria, intubation. 

The indications for intubation are most 
important, and at times very perplexing. 
In my opinion it is safer to intubate a bit 
early in the obstruction rather than wait 
until the patient is thoroughly exhausted 
from constant struggling for air. It places 
a great burden upon the heart, and the 
delay increases the danger of complicating 
pneumonia. According to Place, of the 
1,553 intubation cases occurring at the 
South Department, Boston, between the 
years 1895 to 1904, the mortality was 44%. 
Of the 685 deaths occurring in this series 
of cases, pneumonia was responsible for 
46.6 %. In determining the time when 
the intubation tube should be inserted, we 
must consider in the first place the sever- 
ity of the symptoms and likewise the ac- 
cessibility of the patient to the doctor. 
In remote districts out of easy reach of 
the physician, intubation should be per- 
formed relatively early. There is another 
factor influencing the time for intubation 
and that is the quantity and method of 
antitoxin administration. Of this I shall 
speak later. 

The technic of intubation which I pre- 
fer is to place the child upon a table, 
snugly wrapped in a sheet to restrain the 
movements of the extremities, and the 
head slightly raised by a few thicknesses 
of sheet or blanket. The next step is for 
the operator to stand beside the table on 
the patient’s right. One assistant holds 
the patient’s head firmly while the other 
assistant stands at the foot of the table 
to restrain the movement: of the lower 
extremities. The surgeon next inserts 


‘the mouth gag, preferably a self-retain- 


ing one. The Whitehead answers the 
purpose well. The left index finger of the 
operator is quickly introduced and the epi- 
glottis raised, and at the same time the 
tip of the finger is placed over the emi- 


nence of the right arytenoid. It is very 
important to raise the epiglottis before 
attempting to introduce the tube. This tip 
of the left index finger on the arytenoid 
is to be the guide to the entrance of the 
tube to the larynx. Just as the tube is 
felt to touch the palmar side of the index 
finger on the arytenoid the right hand is 
quickly raised and the tube pressed gently 
into the larynx. The left index finger 
presses the intubation tube snugly in 
place and the introducer is withdrawn by 
a reverse movement of the wrist. In in- 
troducing the tube it is important always 
to keep in the median line. If the opera- 
tion is successful it is evidenced usually 
by a cough which is distinctly tubular in 
character and the symptoms of respira- 
tory distress soon vanish. Should the 
child persist in spitting up the tube with- 
out an effort at coughing, the chances are 
in favor of the tube’s having been intro- 
duced into the esophagus. It is much 
easier to intubate the esophagus than the 
larynx. After the introduction of the 
tube it is desirable to wait a few minutes 
until the cough has subsided before cui- 
ting and removing the attached string. 
It is very important for the surgeon to 
keep in close touch with his patient in 
case the tube is coughed up or becomes 
clogged and serious symptoms ensue. 
Should the patient be in the country, as 
is sooften the case, it is far better for 
the doctor to remain with the patient for 
several hours, and preferably longer. 

In connection with the operation of in- 
tubation I might mention that some oper- 
ators prefer to introduce the tube with 
the patient in an upright position. The 
child is held firmly by the assistant and 
the same procedure is followed as when 
the patient is lying upon the table. 

The question of removal of the tube 
comes up for consideration and is often 


a puzzling matter. It has seemed to me . 


better to leave the tube in from five to 


‘seven days unless one wishes to take the 


risk of having to reinsert it. In any 
case, the operator should remain at the 
bedside for some time after the removal 
to watch for a return of the obstructed 
breathing, which may not be immediately 
on removal of the tube. At the first sign 
of the return of restlessness and dyspnea 
it is better promptly to reinsert the tube 
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and wait a few more days before again 
attempting its removal. I might mention 
at this time that the technic of extubation 
is practically the same as intubation, in 
so far as the insertion of the extractor 
into the tube is concerned. Extraction is 
done with a reverse motion of the hand 
and forearm to that used in intubation. 

The nourishment with a tube in the 
larynx offers fewer difficulties than one 
would suppose. As a rule, they take semi- 
solids better than liquids, though water 
and milk are often swallowed without dif- 
ficulty. 

Without going into details as to the 
medical treatment, I would say that stim- 
ulants are used when indicated, chief re- 
liance being placed upon caffeine, strych- 
nine, atropine, alcohol, and camphorated 
oil hypodermically. 

As to the serum treatment of laryngeal 
diphtheria, I believe that these cases 
shoald have large doses of antitoxin, 
preferably into the vein. In case of diffi- 
culty in locating a superficial vein at the 
elbow or elsewhere, as may be the case 
in very young children, my next prefer- 
ence is into the muscles at the middle of 
the outer side of the thigh. Park, of New 
York, has shown that absorption from the 
subcutaneous tissue is very slow, and says 
in this connection: “The difference dur- 
ing the first day in the amount of anti- 
toxin in the blood when injected intra- 
venously is ten times greater than when 

injected subcutaneously.” 

- Tt is my custom to use the intramuscu- 
lar method (the muscles of the middle of 
the outer side of the thigh) instead of the 
subcutaneous method for the usual forms 
of diphtheria not presenting symptoms of 
great severity and in cases of not too long 
duration. Absorption from the muscles 
is much more rapid than from the sub- 
cutaneous tissue. In laryngeal diphtheria 
and all other forms of considerable dura- 
tion and severity, I prefer to use antitoxin 
intravenously. It is easier to use a 
smaller needle than goes with the anti- 
toxin syringe; and a syringe considerably 
larger than the ordinary hypodermic 
syringe is to be preferred. However, in 
the absence of a special syringe, or a hypo. 
dermic syringe, the use of the ordinary 
antitoxin needle, which comes with the 
container, does not offer insurmountable 
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difficulties. The quick results from such 
methods of administration justify the ef- 
fort. It is advisable to warm slightly the 
antitoxin, taking care not to coagulate the 
albumin, and inject slowly into the vein. 

As a preventive measure the subcutane- 
ous method seems rapid enough. As to 
the dosage, one can not be sure of the 
amount of toxin requiring neutralization 
by the antitoxin; so it is far safer to use 
more than necessary rather than an in- 
sufficient dose. Furthermore, as it is im- 
possible to say when a mild case may as- 
sume a malignant form, I have adopted 
as a rule to give as the initial dose in 
mild cases as much as ten thousand anti- 
toxin units. In severe cases I would give 
larger doses. 

Park says that sufficient antitoxin 
should be given at the initial dose, and 
should a second dose become necessary it 
would indicate that the first dose was in- 
sufficient. Fortunately the cost of anti- 
toxin is much less than formerly, — the 
only objection to the use of generous doses 
of antitoxin. I have never had cause to 
regret giving too much antitoxin, though 
I have regretted giving too little. 

In conclusion, I wish to say just a word 
about the fear of anaphylaxis following 
antitoxin administration. I am convinced, 
from my study and experiences, that the 
danger from a practical standpoint is too 
remote to be considered except in older 
children and adults, where there is a his- 
tory of hay fever, asthma and sensitive- 
ness of the nasal and conjunctival mucous 
membranes to emanations from the horse. 
In my opinion many more lives have been 
sacrificed from the fear of antitoxin than 
could possibly result from an anaphylac- 
tie shock. 


DISCUSSION 


Dr. T. W. Moore, Huntington, W. Va.—I think 
Dr. Greene’s paper a very timely one. I think it 
is well for us to be impressed with the idea that 
it is our duty to do this work, which is nearly 
always one of charity. When commercialism is 
invading to so great an extent all the profes- 
sions, and especially our branch of the medical 
profession, where the demands for charity are 
probably much less than they are on the general 
practitioner, it is well for us to do this work, and 
there is no act in the realm of medicine that 
gives greater relief and impresses us more with 
our ability to save life. 

My experience has been that it is in only one 
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case out of ten that you ever receive any moneyed 
compensation for intubating. 

Not long ago I was called out of town to do 
an intubation. As I started I received a call 
from another town to intubate the child of a 
physician. [ telephoned to three confreres ask- 
ing them to answer this summon. They all re- 
plied that they had quit doing intubation. It is 
due to this growing tendency on the part of the 
laryngologist that I am emphasizing the human- 
itarian side of this work. 

The last child that I intubated was in our West 
Virginia hills. I left home on the 2 o’clock train. 
After leaving the train I, drove four miles over 
a road a large portion of which: was in a creek 
bed. I intubated a twelve-year-old girl, reaching 
home at 8 o’clock that night. A week later I re- 
moved the tube, the child immediately choked 
up and [I had to replace it. After another week I 
went by automobile to this home over a very 
rough road, removed the tube from this child, 
and when I returned home [ found by my speed- 
ometer that I had traveled ninety miles. The 
child was cured. A case like this, while a rare 
one in my locality, is a great tax upon the physi- 
cian, yet I think it is his duty to answer such a 
call and let his fellow practitioners know that he 
is willing to do so. 

Dr. Greene ‘spoke about diagnosis. You would 
think ordinarily that there would be no trouble 
in making a diagnosis; but I remember some 
years ago being called to intubate the child of a 
Hungarian family that spoke no English. The 
child was twelve months old. The physician who 
had been treating the child had been called out 
of town and a neighboring physician had made 
a diagnosis of laryngeal diphtheria. I intubated 
the child and it was instantly relieved. That 
evening when the family physician returned he 
asked me to come and remove the tube, as the 
child was choking to death. I did so, and the 
child immediately coughed up a piece of apple. 
It is remarkable that the child did not die; but I 
speak of this simply to show you that it is often 
very necessary to be careful in making a diag- 
nosis. 

Dr. J. A. Stucky, Lexington, Ky.—Since we 
have had antitoxin, diphtheria has been robbed 
of nearly all its horrors. The only thing that 
disturbs us now, as a rule, is the laryngeal type 
of which we have just heard. My experience in 
the last four or five years has justified me in 
not placing so much reliance upon the intubation 
tube as I did formerly. I have had erosion of 
the larynx; I have had stricture; I have had 
the patient cough up the tube and die before 
it could get help; and so my rule now is, after 
giving a full dose of antitoxin (and to a child 
under five years of age I think 5,000 or 10,000 
units is sufficient), if that child lives close 
enough to me to get to it early, or quickly, I in- 
tubate. If I must leave it with a trained nurse I 
prefer to do a tracheotomy. Then, if the mem- 


“ brane separates, the exudate can be picked out 


of the opening. The trained nurse can keep a 
tracheal wound open and care for it. She can 
not introduce an intubation tube. It is not easy 
accurately to insert an intubation tube without 
producing some traumatism, and it is harder still 
to extract that tube after it has been in there a 


e 

few hours. I rarely ever leave an _ intubation 
tube in the larynx longer than twelve to twenty- 
four hours. If it must stay in longer than that J 
prefer to resort to tracheotomy, and in latter 
years I have not had the troubles we had in 
former years with infection and pneumonia. 

Dr. Charles Huff Davis, Knoxville, Tenn.—I 
started to say something like Dr. Stucky has 
just said, but I was just a little bit afraid. He is 
an old gentleman in the cause and I take courage 
and state that I am with him in the tracheotomy 
business, and I am going to report some “end re- 
sults.” 

On one occasion I was called upon to do an 
intubation. The physician had given heroic doses 
of antitoxin and it seemed that the membrane 
was on the point of dissolution. I made of my 
intubation tube a piston, if you please, and evi- 
dently pushed a plug of this membrane down 
into the bronchus, and the child died immediately 
from the operation. This was in the second or 
third case of similar history that I recall now. 

The doctor from Huntington has driven ninety 
miles to put a tube in. If that child, when the 
membrane dissolves itself, coughs some of the 
dense membrane into the tube, he has to get it 
extracted immediately and get it cleaned out; 
but with the ordinary tracheotomy apparatus the 
physician or nurse can teach the members of the 
family the care of the tube, just when the central 
core of the tube should be removed, just how to 
wash it and to clean it thoroughly of necrotic 
debris, and how to replace it. Moreover, it is 
more surgical to meet the necessity in this way. 

I have seen erosions of the larynx and I have 
seen strictures; but I have never seen a child 
cough up a tracheotomy tube after it is put in its 
place properly. 

A child can breathe through its nose and mouth 
in the presence of an intubation tube, and this 
has the advantage of being the normal state of 
affairs. It has to breathe, of course, through the 
tracheotomy tube when a tracheotomy is done. 
We should be careful to keep the air properly 
moistened and warmed to meet the necessities 
of this new method of breathing. I have seen 
quite as many cases of pneumonia follow intuba- 
tion as I have seen follow tracheotomy. There- 
fore, the great facility with which you can keep 
a tracheotomy tube open, especially if you are 
not going to be there all the time yourself, warmly 
recommends itself to me. I like to keep the air 
impregnated with lime fumes, and mention com- 
pound tincture of benzoin. When possible to be 
used, turpentine fumes are available, but I do 
not recommend them in all cases because of the 
tendency of the kidneys to become involved in 
active nephritis. 

If the general practitioner would make up his 
diagnosis in a hurry, neither intubation nor trach- 
otomy would ever be indicated. Most fre- 
quently the cause of stenosis of the larynx, in 
childhood, is diphtheria. He should get to work 
on it. Heroic doses of antitoxin are always indi- 
cated. We call them heroic because there is 
some high-sounding theory that a child must 
have so many units dependent upon bodily 
weight. I never figured this out because I have 
figured that it was the lively toxic elements of 
the bacteria that we had to combat rather than 
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the weight or age of the child. An initial dose 
of 25,000 units is necessary very often, and quite 
as frequently you do not have to repeat the 
dose. 

The theory of putting antitoxin into a child’s 
vein is very beautiful and is warmly recom- 
mended. Those of you who have tried to find 
a suitable vein in a child, however, know that it 
is not a cinch, 

If you give a sufficient dosage of antitoxin in- 
tra-muscularly you will find that it will be ab- 
sorbed quickly enough. 


Dr. R. C. Lynch, New Orleans, La.—The ques- 
tion of diphtheria seems to revolve around intu- 
bation versus tracheotomy. I belong to the tra- 
cheotomy group in preference to the intubation 
group, and would like to state my side of the 
situation. So far my results or my cases num- 
ber fifty-two tracheotomies without a single 
death due to the tracheotomy, without a single 
pneumonia consequent to the tracheotomy, and 
so far I have never performed one tracheotomy 
that the apparent conditions or the conditions of 
the trachea and bronchi have not justified the 
operations. 

In four instances I was able to preserve the 
life of an individual by the removal of the mem- 


brane through the broncoscope through the right- 


and left bronchi, and those children are living, 
living at the present time. One tracheotomy 
was done following an intubation. 

Papers upon diphtheria or papers upon the 


question of intubation never bear upon the sub- 
ject of what the death rate is when tubes are 


coughed out and not replaced in time. Again, 
there is the question of stricture or stenosis of the 
larynx following or caused by the operation of 
placing the tube in the larynx. Jackson leans to 
tracheotomy in preference to intubation. The men 
who do intubation have always series of cases 
of retained tubes. One of our confreres in New 
Orleans reports 12 cases of stenosis of the larynx 
following intubation where the tubes have had 
to be retained from four months to two years. 
- No such thing has happened in a tracheotomy 
case. In no case has the voice been interfered 
with in any way, and these cases, except for a 
tiny scar externally, have come back to the serv- 
iceable larynx. 

I believe that the retention of a foreign body 
in the larynx for any length of time must produce 
some sloughing of tissue in the mucous mem- 
brane in the larynx. There is loss of substance, 
scarring, and there must be some interference 
with the function of the part. 


It was my pleasure just recently to attend with 
Dr. Lynch, of the Willard Parker Hospital, some 
12 or 14 cases of intubated children. The tubes 
were in over seven days, and in one child rein- 
tubation had been done ten times. This child 
was still wearing this intubation tube and the 
conditions, comparatively speaking, to those of 
Iy tracheotomy cases, were far worse. 

Now, I believe that our enthusiasm along the 
lines of intubation has been generated by our 
Boston clinics and some of cur New York clinics, 
and I do not see how it is possible for men to 
intubate a larynx in the country in our patient’s 
own home and allow that child to remain in such 
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a location alone. Certainly no nurse, no man of 
general practice, can intubate successfully un- 
less he has had some special training, and it is 
my idea if the patient has to be intubated that 
patient should not be outside of sight of the in- 
tubator. 

In both instances, then, it would seem to me 
in dealing with laryngeal diphtheria cases espe- 
cially, that trdcheotomy is very much the safer 
plan for the life of the individual and for thé 
function of the larynx. 


Dr. E. W. Carpenter, Greenville, S. C—What I 
have to say is from a limited experience of twen- 
ty-two years. I have published results of over 
48 cases in private work. In nearly all of them 
the cases were in the country and at a distance 
of from 10 to 40 miles. In only three or four 
was I able to procure the services of a trained 
nurse. These cases were all intubated. 

I will not enter into a discussion of the rela- 
tive merits of tracheotomy and intubation. I 
have always intubated and have never had to do 
a tracheotomy subsequently or have I thought a 
tracheotomy would have changed the results in 
unsuccessful cases. I expect I had better knock 
on wood, because some day I will have to put a 
tube in and it will not reach below the obstruc- 
tion, and in such an event as that I will use a 
long tracheal intubation tube. We ought never 
to undertake an intubation without being pre- 
pared to open the trachea in case it is necessary, 
but in cases where an intubation tube will not 
reach below the obstruction there is little chance 
that a tracheal tube will be of benefit. It is 
very interesting to discuss the diagnosis of these 
intubatious cases. I believe that 99 % are diph- 
theria, either of the larynx, trachea or bronchi. 
Why are only 60 % of cultures positive in laryn- 
geal diphtheria? Dr. Greene mentioned 60 % of 
cases of laryngeal diphtheria in a large number 
of statistics. 

Does an acute or active diphtheria always have 
a membrane? That question arose in my mind 
from this fact: In sixteen cases of a series I 
published two years ago the membrane was not 
visible by the use of the Jackson speculum. 

In nine of these cases cultures were taken; eight 
cases out of the nine were reported positive. I 
almost came to the conclusion at that time that 
active diphtheria did exist without the presence 
of a membrane, but the solution or answer to that 
question is that we have pulmonary diphtheria, 
which has not been recognized in this country 
except by a few men, and not by them until very 
recently. 

Dr. W. Likely Simpson, Memphis, Tenn.—Just 
a word or two about antitoxin. I believe as soon 
as we find out what the difficulty is we should 
give large doses of antitoxin early. I do not be- 
lieve 20,000 units is any too much for the laryn- 
geal cases at the beginning. Ordinarily that 
would be sufficient, but if we see the case late, 
when it is doubtful whether anything will do 
any good, I think we should be very careful about 
giving these large doses. I believe in the cases 
which are seen late and the child is very low 
that to give these very large doses we are likely 
to cause the death of the child from shock. 

Just a word or two about the length of time to 


| 
a 
a 
4 
a 
‘ 
g 
= 


eS 


= 


170 SOUTHERN MEDICAL JOURNAL 


leave the tubes in the larynx. Usually, if you 
see the case of laryngeal diphtheria early and 
give antitoxin in sufficient dosage, in a few days 
that case will be very much better, and often it 
would be well to remove the tube at the end of 
36 or 48 hours. If this can be done, one will not 
have severe ulceration and the scar formation 
that has been spoken of, If the case has been 
seen late, it is already about to get well. The 
membrane is about to be thrown off. In that case 
it would be well to remove the tube rather early, 
and certainly the operation in that case will not 
produce a laceration and strictures, but the scar 
formation would have already taken place, even 
if the intubation had not been made and had 
nothing whatever to do with the intubation. 


Dr. J. H. Foster, Houstou, Tex.—I had decided 
not to prolong this discussion, but there has 
been so much said in favor of tracheotomy in 
preference to intubation that I want to go on 
record on the other side. I do not believe we 
cught to do a tracheotomy in any case unless we 
are satisfied intubation will not do. In these 
cases we are usually called upon in the outskirts 
of the city among the children of the poor, and | 
believe a tracheotomy done in a dirty home, 
taken care of by the people in general, usually 
results in an infinitely higher death rate than 
in cases of intubation. 

I believe a case of tracheotomy requires very 
much more careful nursing than a case of intuba- 
tion, and I believe a much larger death rate will 
result. I have had in the last twelve years only 
four cases where I thought it necessary to do a 
tracheotomy, in cases where I have either done 
an intubation or the conditions were such I did 
not think an intubation would do; and in cases 
where I have done a tracheotomy, where earlier 
intubation would not relieve them, the cases 
have died. 

I think the point Dr. Simpson stressed a while 
ago is an important one. I do not believe a tube 
ought to be left in as much as seven or eight 
days. I think if we put it in there and leave it 
two or three or four days at the outside it is 
sufficient; and I have never seen any bad results 
from intubating in the cases mentioned. 


Dr. C. L. Kibler, Columbia, S. C.—If the diag- 
nosis is made early enough, you will not have 
to intubate or perform a tracheotomy, either. 
Whenever we are called to cases of this kind the 
fault generally has been that of the physician in 
charge in not having made an early diagnosis, and 
when made, not having given large enough doses 
of antitoxin. My experience has been in those 
cases where an intubation or .tracheotomy is 
called for, I prefer a tracheotomy, as I think it 
safer in the long run. I wish to emphasize this 
fact and state again, in the cases I am called 
upon to operate, that the fault in a great meas- 
ure lies with the parent or the physician in at- 
tendance, in not having made the proper diag- 


* nosis, or where the diagnosis was correctly made 


but not having given a sufficient amount of anti- 
toxin. I am considered a crank at home on the 
subject of large doses of antitoxin. I do not 
think, in a case of diphtheria, you can give too 
much, and you certainly can give too little. You 
must not consider: the age of the patient, but 


the condition. If you have diphtheria you do 
not know what hour—what moment—you are go- 
ing to have serious complications, and you must 
not wait until they come before giving large 
doses of antitoxin and then possibly do no good, 
as absorption of the drug is too slow. Give heroic 


doses, and by heroic doses 1 mean 10,000 to 20,000 ' 


units the first dose in laryngeal diphtheria. — If 
you give that in the beginning absorption is good 
and generally no more is needed. If you give a 
small dose, say 1,000 to 2,000, and in six to eight 
hours give the same amount, you will find the 


temperature higher, respiration worse and the | 


patient more toxic. In the laryngeal and pharyn- 
geal type if you find your patient not improving 
and having given large doses of antitoxin in the 
beginning, do not wait too long before giving the 
drug intravenously. If that is followed out and 
we are called in time, we will not have to in- 
tubate or do a tracheotomy. 


Dr. M. Pennington, Mt. Vernon, Ky.—It seems 
this is a fight over intubation vs. tracheotomy. 
Personally, I am in favor of intubation. The 
doctor mentioned the form of practical intubation 
by Jackson on Crozier’s laryngoscope. O’Dwyer’s 
intubation set is very rapidly taking position 
when it comes to intubation. They are now do- 
ing intubation by direct observation. Dr. Lynch 
mentioned stenosis. I think you _ will find 
cases that are intubated by direct observation 
generally produce a trauma. If you have O’Dwy- 
er’s intubation outfit you will find a great deal 
less mortality in intubation than in tracheotomy. 


Dr. M. M. Cullom, Nashville, Tenn.—It seems 
we are divided into two camps—those who advo- 
cate intubation and those who believe in trache- 
otomy. I would like to place a foot in each camp 
in accordance with the teaching of my instructor 
at the Children’s Hospital in Vienna. They be- 
lieve strongly in intubation. They insert the tube 
and at the end of five or six days remove it. If 
the obstruction is not relieved they immediately 
do a tracheotomy. They do not believe in leav- 
ing the tube in longer than five or six days. If 
the tube is left in longer than a week stenosis 
is apt to result. I believe this is the safest posi- 
tion to take in this question. But the safest 
thing of all is to make the diagnosis early and 
give a large dose of antitoxin. Do not wait for 
the bacterial examination, but get the antitoxin 
in as early as possible. 

I don’t know what the experience of the other 
men is, but I find diphtheria cases are passing 
out of my work. I am very glad for them to 
pass into the hands of the general practitioner 
or the children’s specialist. When a case comes 
to me I try to turn it over to the family physi- 
cian or the children’s man. 


Dr. Greene (closing)—I want to say I very 
much appreciate this generous discussion of my 
paper. I purposely left out the question of in- 
tubation vs. tracheotomy, because I felt the 
great majority of American physicians prefer in- 
tubation, and besides I did not want to lengthen 
the paper too much. I was greatly pleased that 
there was no opposition to my remarks on large 
doses of antitoxin. I was very much pleased 
with that. I think we are getting on common 
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ground. Dr, Stucky did speak of 5,000 units, but 
J believe he will raise it to 20,000— 


Dr. Stucky:—Repeated in six to eight hours. 


Dr. Greene: Yes, but you don’t have to repeat 
it if you give it in sufficiently large doses. 

Before I take up tracheotomy I would like to 
ask Dr. Lynch whether his tracheotomy cases 
were in hospitals or private practice. 

Dr. Lynch: Hospitals, 


Dr. Greene: That is just the point. His ex- 
cellent results were in hospitals. Why? Because, 
as I emphasized, our patients are in private 
homes in remote parts of the city or country, 
where the operation of tracheotomy is a difficult 
surgical procedure. I know of few more difficult 
operations than a hurried tracheotomy in the 
middle of the night by a poor light, often with 
little or no assistance, 

One of the saddest cases I ever had was a 
tracheotomy case in the country where the tube 
became stopped up; Dr. Lynch’s case did not get 
stopped up because he had a trained nurse in 
the hospital. In the country a tracheotomy tube 
does get stopped up, pneumonia results, and I 
think the danger is great. We must take the ex- 
perience of those men in Boston, Chicago and 
Philadelphia who have a large series of cases, 
where they intubate instead of doing trache- 
otomy. 

Dr. Carpenter asked why only 60 % of laryn- 
geal cases are positive. I have used Place’s sta- 
tistics as published in Osler’s “Modern Medi- 
cine.” That means primarily, of course, where 
the pharynx is not involved. The culture swab 
does not come in contact with the lesion in the 
larynx. 

Dr. Collum speaks of turning these cases over 
to the pediatrician. [ think this is our peculiar 
work. We ought to be able to do this work bet- 
ter than any general practitioner or pediatrician. 
I appeal to you to do it yourselves rather than 
turn it over to them. We ought to do it better. 
It is our line of work. 


NEW AND MODIFIED INSTRUMENTS 


By Harvey B. Searcy, M.D., 
Tuscaloosa, Ala. 


Fig. 1—The Searcy tonsillectome with 
a dull sliding blade, reported in “The 
Laryngoscope” of September, 1914, modi- 
fied by a large oval ring for the thumb. 
This thumb ring allows the instrument 
to rest firmly and comfortably in the palm 
of the hand and gives a longer reach to 
the fingers. 

Fig. 2.—A Beck tonsillectome snare 
modified by the large thumb ring allowing 
a firmer and more comfortable grasp of 
the instrument. Also there is placed on 
the “tonsil end” of the instrument a spear 
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to hold the tonsil after it is snared off, 
and therefore eliminating the need of vul- 
sellum forceps. 

Fig. 3.—A_ Boettcher- Farlow snare 
modified by the large thumb ring. This 
ring can be used on auy of the snares of 
this type and allows a better grasp of the 
instrument. 

Fig. 4A snare wire, doubled, and the 
loop-end squeezed tight, for introducing a 
drain of cotton or silk into the nasal duct. 
After slitting the lower puncta and dilat- 
ing the duct the smooth loop-end of the 
flexible snare wire is passed through the 
duct and out the nostril. The loop is 
threaded with a cotton or silk thread of 
the size determined by the amount of’ 
stenosis found and the thread is drawn 
up through the duct by pulling on the up- 
per ends of the wire, which is loosened 
from the loop of thread formed. A large 
knot is tied’in the loop of thread and this 
is buried in the sac by pulling on the 
lower ends that protrude from the nostril. 
These ends are now cut off within the 
nose. 

The lachrymal sac is drained by the 
fact that the nasal duct is a long tube in 
proportion to its diameter, and through 
capillary attraction and gravity the sac 
contents are siphoned into the nose. A 
cotton drain acts as a wick (capillary at- 
traction) and does not interfere with the 
siphonage of the sac contents, and pre- 
vents strictures of the duct after the mu- 
cous membrane has been lacerated by the 
dilatation in allowing time for the wounds 
to heal. And if the mucous membrane is 
completely destroyed a fistulous tract is 
formed. Any operation tending to shorten 
the drainage canal from the eye to the 
nose lessens just so much of the affect 
of a siphon of the natural canal. 

Fig. 5.—A retinoscope for using the 
posterior pole of the optic axis as a fixed 
place on the retina for the shadow test. 
A fixed place gives more uniform results 
than when arbitrary things as an ear, the 
forehead, a spot on the wall, etc., are 


‘ taken; and for this fixed place the poste- 


rior pole of the optic axis is used, as it is 
the place of longest diameter of the eye, 
and is directly back of the centre of the 
refractive media. The instrument is made 
on the principle that the angle formed by 
the visual line and the optic axis is five 
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degrees (deSchweinitz), and at one meter 
distance these lines are 86 mm. apart. 
The letters on the retinoscope are placed 
86 mm. from the mirror, and when a pa- 
tient looks at the 85, etc., with the right 
eye, or the H., etc., with the left eye, the 
light from the mirror is thrown upon the 
retina at the posterior pole of the optic 
axis. The retinoscope is made wide to 
shade the unused eye of the operator and 
to accommodate several rows of Snellen 
test type. 


807 Greensboro Avenue. 


AUTHORS’ ABSTRACTS 
Eye, Ear, Nose and Throat 


Subconjunctival Injections of Mercury Cyanid in 
Ocular Therapy. E. L. Jones, Cumberland, Md. 
Journal of the Tennessee State Medical Asso- 
ciation, January, 1917, p. 345. 


For a quarter of a century or more medicines 
have been injected under the conjunctiva in treat- 
ing the more rebellious ocular diseases with such 
limited measure of success as to arouse very lit- 
tle enthusiasm for the method. For many years 
a very few drops, from one to five, of a weak 
bichlorid solution were used for its supposed 
germicidal direct effect. This was painful and 
caused much trouble and little benefit. Then 
came the normal saline injections with less pain 
and more service. Next was advocated the 
strong brine for retinal detachment, the verdict 
as to which by itself alone, now is, “Weighed in 
the balance and found wanting.” The prime 
consideration seems to have been to avoid a 
great reaction. 

Some years ago the essayist stumbled into the 
belief that it was the great reaction we should 
encourage and not seek to avoid. The hitherto 
intolerable pain was found to be rendered almost 
negligible by long cocainzation of both eyes and 
adding sufficient morphine to the previously 
used solutions. Instead of the frequently used 
small injections a massive single injection, in 
most cases, or, if repeated, only after the lapse 
of several weeks was adopted. 

The illustration of driving a railroad spike by 
a few blows of a sledge hammer instead of mak- 
ing a lot of fuss with a track hammer will apply 
to indicate results. By this massive injection a 
large percentage of eyes usually removed may 
be retained and a large percentage of the more 
serious and intractable disease, injuries and in- 
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fections can be transferred from the hopeless to 
the hopeful column. 


External Frontal Sinus Operation. Joseph C. 
Beck, Chicago, Ill., the Journal of the A. M. A., 
December, 1916, p. 1811. 

After briefly reviewing the Roentgenoscopic 
diagnosis and pathologic changes in frontal sinus 
diseases, the author states his experience with the 
various external frontal sinus operations, namely, 
the Kunt-Coakley operation, the Lathrop opera- 
tion and his own osteo-plastic flap operation, 
which latter procedure is outlined as follows: 

1. X-ray outline of sinuses. 

2. Celluloid model. 

. Skin and subcutenous incision. 

. Dissection of skin flap upward. 

. Celluloid model in place, 

. Incision through periosteum, 

. Chisel or burr outlining the osteo-periosteal 


. Gigli saw engaged and in action. 
. Osteo-periosteal flap turned down. 

10. Pathologic condition of one side shown; 
the other the Haile blunt conical burr and Halle 
protector in position. 

11. Rubber tubes and gauze in place. 

12. Both flaps replaced and wound sutured. 

13. Final result compared to an unfortunate 
cutcome of a Killian operation. 
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Urinary Diseases 


(Continued from page 160 


Also the non-protein-nitrogen—which includes 
the urea and the amino acids—is present in equal 
amounts in the blood of mother and fetus. As the 
latter substances represent protein-building mate- 
rial, nitrogenous food as well as nitrogenous waste 
passes through the placenta by the simple process 
of diffusion. Accordingly, the supply of material 
for the construction of fetal protein is governed 
by the amount of amino acids in the mother’s 
blood and likewise the removal of urea from the 
fetus is regulated by the speed with which it is 
eliminated from the maternal circulation—a func- 
tion, of course, of the kidneys and sweat glands. 

Alterations in the composition of the fetal blood, 
independent of the mother, occur in asphyxia, if 
this is due to impairment of the fetal heart. In 
this case half again as much urea as normal ap- 
pears in the fetal blood. Thymic death is not 
attributable to defective heart-action, for the 
blood-urea is normal; and probably this condition 
depends upon the respiratory center. 
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EDUCATION THE REMEDY FOR THE 
HIGH COST OF LIVING 


It is a remarkable fact that very few ed- 
ucated people know anything of dietetics, 
and nothing of the science of nutrition, of 
what we should eat or why we eat different 
articles of food. The colleges graduate 
thousands every year who are supposed to 
be familiar with the classics and higher 
mathematics, not one of whom—with the 
exception of a few special or graduate stu- 
dents in four or five of the large univer- 
sities—has been taught anything about the 
most essential thing in life, viz., the nutri- 
tion of our bodies. 

We trust the selection and preparation 
of our food to the most ignorant class of 
people and we at three meals a day with- 
out any consideration as to whether or not 
our menus are suited to our nutritional 
needs. Men specify the caloric value of 
the coal used in their engines and they 
know that too much or too little, or im- 
proper fuel, interferes with the energy- 
output of their machinery. Yet they 
never seem to know, or to care, about 
the quantity or the quality of the food 
burned in their bodies. Apparently we eat 
as do the lower animals, merely to gratify 
our perverted appetites, and without their 


‘instincts as to the foods suited to their di- 


gestive organs and nutritional needs. 


DANGERS OF PROSPERITY 
The medical director of one of the great 


life inusrance companies once said to the 
writer that the worst class of risks that in- 


surance companies carry is the successful . 


business and professional man who applies 
for policies of from $50,000 up. He gave 
as among the reasons why these valuable 
citizens do not live to their age expectancy, 
that they are able to buy all the luxuries of 
life and that they over-eat, particularly of 
the most expensive protein, meat, and that 
they, while rarely intoxicated to the de- 
gree of drunkenness, often drink to excess, 
and die early from diseases of the arteries, 
kidneys, heart and brain. With the pres- 
ent wonderful prosperity of the American 
people and therefore with the means to 
gratify their perverted appetites, there is 
danger of wide-spread degeneracy from 
over-eating and drinking. Wise men, how- 
ever prosperous, will not depart from the 
simple life, particularly with regard to the 
things they eat and drink. A notable ex- 
ample is the President of the United States 
who is said to eat the simplest food, which, 
in the uncooked state, perhaps does not 
cost more than fifty cents a day. 


RATIONAL, WELL BALANCED DIETARIES 


It must not be considered that all people 
over-eat, because many, particularly the 
mothers and house keepers, do not eat 
enough and suffer from deficient nutrition. 
Many people eat too much of one kind of 
food and not enough of others. The proper 
preparation of food is also important. 


Alfred McCann in his book, “Starving 
America,” claims that the present methods 


of milling flour by removing the outer 
layer of the grains of wheat, deprives us 
of its life-giving principle, the vitamins, 
that are needed for proper nutrition. The 
whole wheat, or “Graham” flour, is there- 
fore cheaper and more wholesome. Pol- 
ished rice has been proven to be the cause 
of a frightful disease, beri-beri, among the 
Chinese and sailors whose nourishment 
consists largely of rice. The cheaper un- 
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polished rice is more suited to our needs. 
Goldberger has proven that a diet with an 
excess of carbohydrates, i. e., corn meal, 
potatoes, syrup, etc., and a deficiency of 
the proteins, is at least an exciting, if not 
the sole, cause of pellagra. 


EDUCATION THE REMEDY 


Having called attention to the dietetic 
errors of the human race, what is the rem- 
edy? We have observed that most people 
had “rather die eating than to di-et.” 
Thomas Jefferson is credited with saying 
that “in so far as the uplift of the human 
race is concerned, the present generation 
is already lost.” He therefore devoted his 
best years to the education of the youth of 
his beloved Virginia. We believe that the 
remedy lies in education, though we can- 
not agree that adults are not capable of 
accepting and being benefitted by scientific 
truth. The ravages of tuberculosis, ty- 
phoid fever, yellow fever, malaria, small 
pox, plague and other scourges have been 
controlled or lessened by education, partic- 
ularly among the adults of the race. 


A NATIONAL DEPARTMENT OF HEALTH 


The greatest need of the Nation is an 
adequate Department of Health, one of the 
most important bureaus of which should 
have the most thoroughly equipped labora- 
tory in the world devoted to the study of 
nutrition in human beings. Our Govern- 
ment spends millions in its Department of 

Agriculture in studying the nutrition of 
plants, and much attention has been given 
by Government experts to the nutrition of 
animals, and the money is well spent. But 
very: little, however, is appropriated for 
the study of the nutritional needs of man. 

The little laboratory in which the won- 
derful work of Atawater was done, and 
the little larger one now presided over by 
Longworthy in the Agricultural Depart- 
ment, have accomplished such remarkable 
results that our Government should be 
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convinced of the importance of enlarging 
the scope and usefulness of a bureau of 
nutrition. If such a bureau could be pro- 
vided with the funds to furnish reliable in- 
formation on diet and nutrition to the 
press and to the public it would add much 
to promote American efficiency and lon- 
gevity. 

In discussing a Department of Health it 
should be understood that it ought to be 
evolved from the present Public Health 
Service, which with its officers should be 
on the same basis as the War and Navy 
Departments. The United States Public 
Health Service has done, and is doing, 
wonderful work with its pitifully meagre 
appropriation, but its efforts from lack of 
funds, have been devoted almost entirely 
to the prevention of the infectious and con- 
tagious diseases. 

Perhaps when the public and our poli- 
ticians learn that human beings have a 
money value we may expect governmental 
aid for larger measures to conserve health 
and life. Incidentally it may be mentioned 
that recent studies of the longevity of our 
public men show that senators and con- 
gressment die several years before their 
age of expectancy. This excessive mor- 
tality of our public men from the degen- 
erative disease may not be entirely due to 
overwork. The luxuries of life in the na- 
tional Capital may play a part. 

TEACHING OF DIETETICS IN SCHOOLS AND 


COLLEGES 


Our colleges should establish depart- 
ments devoted to diet and nutrition; and 
every student during his first year should 
be required to study and know the dietetic 
and nutritional needs of his body. The 
subject in simpler form should be taught 
to every child over ten years of age in the 
public schools; and through the children 
their parents could be reached. 

With all the people informed regarding 
food values and the nutritional needs of 


a = 
Gq 
XU 


176 SOUTHERN MEDICAL JOURNAL 


the body, decreased consumption of the ex- 


pensive luxuries would lessen the demand 
for them, prices of even the commodities 
would fall, and there would be no problem 
of the high cost of living. The efficiency 
of the American people would also be 
greatly increased and probably from ten 
to twenty years added to the period for 
the enjoyment and usefulness of the boys 
and girls now living under the American 
flag. Is not the problem of nutrition, 
which affects life itself, worthy of careful 
study and consideration by our educators, 
public officials and by our citizens of all 
ages, sexes and conditions? 


POSTURE IN OBSTETRICS. 

Few doctors know of the accomplish- 
ments of Frederich Trendelenburg, a noted 
German surgeon, that Gustav Walcher was 
an obstetrician of the same nationality, or 
that George R. Fowler was a celebrated 
American surgeon. Perhaps more are fa- 
miliar with the work of that immortal 
Southerner, James Marion Sims. But all 
are aware of the helpfulness of the posi- 
tions bearing the names of Trendelenburg, 
Walcher, Fowler and Sims. 

From time to time important points of 
vantage have been gained through the 
adoption of various postures in the several 
branches of medicine and surgery. What 
would the gynecologist do without the 
Trendelenburg position in pelvic surgery, 
or surgery in general without the Fowler 
position for infection of the lower abdo- 
men? Similarly, there are preferable po- 
sitions for kidney surgery, tonsillectomy, 
thyroidectomy, bronchoscopy, esophago- 
scopy, proctoscopy and cystoscopy. The 
exaggerated Walcher position has permit- 


_ted the normal course of many a labor 


which otherwise would have had to be ter- 
minated either by symphysiotomy or by 
Ceesarian section. 

“Posture in Obstetrics” is the subject of 


a very scholarly research by Dr. J. W. 
Markoe in The Journal of the American 
Medical Association for October 7, 1916, 
His attention was particularly directed to 
devices permitting of the sitting or semi- 
setting posture during labor. It seems that 
the first mention made of the obstetric 
chair appears in the writings of a Greek 
physician named Moschion who lived in 
the second century after Christ. At that 
time its use was quite general, but passed 
out, only to reappear in the middle ages in 
the works of Albertus Magnus. 

From that time on some country or 
other has made wide use of this piece of 
obstetrical apparatus. In Belgium in the 
eighteenth century the modifications of 
these chairs were as numerous as the ob- 
stetrical forceps of the present day. So 
wide was its use in Holland at one time 
that such a chair constituted a sine qua 
non for every well-equipped bride. The 
wealthy among the Orientals constructed 
these seats of ebony inlaid with mother of 
pearl. 

Markoe gives various tables of compari- 
son of the use of the chair and its non-use, 
all of which speak favorably for the adop- 
tion of the former in shortening the first 
as well as the second stage of labor, and 
in many instances obviating the necessity 
of operative intervention. Whatever may 
be its true merits can only be learned by 
wide use. In theory at least it seems 
rational enough to warrant a fair trial of 
it by accoucheurs who would further the 
science of their art. 


PREVENTIVE SURGERY 


* We have heard for a considerable time 
of the value of preventive medicine, and 
this term has come to be an integral part 
of the language of our profession. It 
looks, however, as though the movement 
which is now taking place in this country 
for the standardization of first aid were, in 
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reality, the beginning of what might be 
called the preventive surgery movement. 

In order that we may bring this point 
out a little clearer, it may be well to re- 
view briefly the history of the endeavor to 
put first aid on a stable national basis. On 
August 24, 1916, largely through the in- 
strumentation of Dr. Joseph C. Bloodgood, 
of Baltimore, the American First-Aid Con- 
ference was held in Washington, D. C. It 
memorialized the President, requesting 
him to appoint a Board for the purpose of 
standardizing first aid. When the story of 
President Wilson’s administration is writ- 
ten, his acquiescence to this request will be 
recorded as one of the most far-sighted 
things he ever did. On November 6, 1915, 
he appointed the Board,—an unpaid body 
—as follows: Dr. Richard H. Harte, 
Chairman; Col. Louis A. LaGarde, M.C., 
U.S.A., Vice-Chairman; Asst. Surg. Gen. 
W. C. Rucker, U.S.P.H.S., Secretary; Dr. 
J. P. Kaster; Dr. Samuel C. Plummer; 
Surg. A. M. Fauntleroy, U.S.N.; Dr. J. 
Shelton Horsley; and Major R. U. Patter- 

gon, M.C., U.S.A. The Board organized 
but was without funds. These were voted 
by Congress to the amount of $2,000 on 
July 1, 1916, and the Board is now hard at 
work, with the codperation of the Bureau 
of Labor Statistics, which is deeply inter- 
ested in the industrial phases of the propo- 
sition. 

Seeking to determine the best stand- 
ards of first-aid methods, first-aid in- 
struction, first-aid dressings and equip- 
ment, and first-aid transportation, the Sec- 
retary of the Board, Asst. Surg. Gen. W. C. 
Rucker, U.S.P.H.S., has addressed a letter 
to the surgeons of the country asking their 
codperation in this plan for the standard- 
ization of first aid, not only to meet the 
emergencies of peace but also to be avail- 
able in time of war. The response on the 
part of the profession has been so hearty 
as almost to amount to an outburst of 
patriotism. The effect of the work of this 
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Board will be far-reaching as it will place 
in the hands of the public an authoritative 
system of first-aid. By reason of the adop- 
tion of standard packets and kits their 
cost of production will be lessened; the 
gains accruing to industrial concerns and 
accident insurance companies by reason 
of a better first aid will be very great, and 
it may be hoped that the number of in- 
fected wounds and permanent injuries will 
be very much lessened. This is in effect 
preventive surgery,—a new branch of our 
art,—and it is hoped that the entire pro- 
fession in this country will lend its unwav- 
ering assistance in this very important 
work which the President’s Board of First- 
Aid Standardization is carrying out. 


MAJOR NOBLE’S ADDRESS ON MED- 
ICAL PREPAREDNESS 


One of the essential characteristics of 
great leaders is the ability to select as their 
co-workers men who are especially fitted 
to perform definite service. Major-Gen- 
eral Gorgas, in selecting Major Robert 
Noble, of Alabama, as his aide in Panama 
and for the same position when he was 
made Surgeon-General of the United States 
Army, proved his ability to select the right 
man for the right place. 

Those who know the history of sanita- 
tion in Panama say that Major Noble was 
in efficiency second only to General Gor- 
gas; and his knowledge of every detail of 
the work in the Surgeon-General’s office is 
considered remarkable. Indeed he is rec- 
ognized as one of the ablest and one of the 
most efficient men in the War Department 
at Washington. Therefore, when Major 
Noble consented to deliver an address be- 
fore the Southern Medical Association on 
“The Relation of the Medical Profession to 
Medical Preparedness” we expected an au- 
thoritative presentation of a subject of 
great importance to the American people 
and of very great interest to the medical 
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_ profession. His address is published as a 
special article in this number of THE 
JOURNAL and should be read by every 
patriotic physician. It should not only be 
read but medical men should realize from 
reading it their obligation to serve their 
country in time of war and to prepare for 
that service in time of peace. 

Major Noble aptly says that “Prepared- 
ness is but the premium on the life policy 
of the nation, and medical preparedness is 
the premium on the health of the Army.” 
He calls attention to the fact that disease 
destroys four times as many soldiers as 
are killed and wounded, and that an effi- 
cient army can come only from healthy 
soldiers. He mentions the sad story of 
medical unpreparedness in the Spanish- 
American War when in one concentration 
camp of 11,000 men 529 died in four 
months, only to compare it with medical 
preparedness at San Antonio in 1911, when 
with 12,801 soldiers in camp for the same 
time there were only 11 deaths and only 
one death from typhoid. There has been 
wonderful improvement in the medical 
corps of the Army in the last few years 
and the recent legislation providing for 7 
medical officers for each 1,000 of enlisted 
men will make it even more efficient. 


What is now the Medical Reserve Corps 
and which will before June of this year be 
called the Medical Section of the Officers’ 
Reserve Corps is regarded by Major Noble 


as the greatest advance for military pre- _ 


paredness in time of war, because millions 
would be enlisted then and physicians 
should be trained for that service. Twenty- 
five thousand physicians should enlist in 
the Reserve Corps but up to this time the 
very small number of 2026 have responded 
- to the call. The officers of the Reserve 
Corps do not have to be called out in time 
of peace but they may if they desire attend 
a training camp for two weeks each year 
or take the correspondence course. Spe- 


cialists as internists, surgeons, patholo- 
gists, etc., since they will be called upon 
to serve in the line of their work, are not 
expected to take the training for the reg- 
ular reserve. 

There are many advantages to a physi- 
cian in becoming an officer in the Medical 
Section of the Officers Reserve Corps and 
this opportunity of preparing to serve 
one’s country should war ever come should 
be grasped by all thinking physicians. 


REAR ADMIRALS BRAISTED AND 
GRAYSON. 


President Wilson, in appointing Surgeon- 
General W. C. Braisted and Dr. Cary T. 
Grayson of the Navy as two of the five 
new Rear Admirals recently created by 
Congress, recognized the merit of two dis- 
tinguished officials. 

Surgeon-General Braisted has made a 
great record in broadening the scope, and 


in increasing the efficiency of the Medical. 


Corps of the Navy; and while naval aide 
to Presidents Roosevelt, Taft and Wilson, 
Dr. Grayson has performed important and 
distinguished service as physician to three 
of the Nation’s chief executives. Aside 
from the honor, the increased pay of these 
officials is deserved, because men of their 
ability and attainments would in civil life 
be earning several times the salary of a 
Rear Admiral. It is not infrequent for a 
surgeon to get a fee from one operation, or 
for a lawyer to receive an amount from 
one client, equal to the salary of an entire 
year for a surgeon of high rank in the 
Army or Navy. 

The officers of the Medical Corps of the 


"Army and Navy and those in the United 


States Public Health Service should have 
the same rank and pay as the officers in 
the line. Since Surgeon-General Gorgas 
has been made a Major-General in the 
Army—the only medical officer ever ac- 
corded the rank—and two physicians in 


( 
] 


ia 
4; 
— 
: 
i 
— 
by 


EDITORIAL 


the Navy have been made Rear Admirals 
there is hope that the medical men in all of 
the governmental services will at least re- 
ceive the same rank and pay as the men in 
other branches of the same departments. 


DR. SANDERS RESIGNS AND DR. 
WELCH IS ELECTED STATE 
HEALTH OFFICER OF 
ALABAMA 

After twenty-one years of distinguished 
service as State Health Officer of Alabama, 
Dr. W. H. Sanders has resigned. At the 
meeting of the Alabama State Medical As- 
sociation last April, Dr. Sanders tendered 
his resignation on account of ill health, but 
it was not accepted because of his long and 
faithful service and because of the esteem 
and affection in which he is held by the 
physicians of his state. Not having im- 
proved in health Dr. Sanders recently in- 
sisted that a successor be elected. 

For half a century Dr. Sanders has been 
recognized as one of the ablest and one of 
the most cultured men in the medical pro- 
fession ; and since the death of Dr. Jerome 
Cochrane, whom he succeeded as State 
Health Officer, he has been regarded as the 
Nestor of the physicians of Alabama. He 
has an enviable record as a sanitarian. 
One of the greatest triumphs of sanitation 
in this or any other country was the work 
of Dr. Sanders in 1905 when he kept Ala- 
bama free from yellow fever while it was 
raging in Louisiana, Mississippi and Flor- 
ida. For this and for the faithful per- 
formance of his duty during his years of 
public service the citizens of Alabama will 
always hold him in grateful reverence. 

While there have been many expressions 
of regret that Dr. Sanders feels that he is 
not physically able to continue his duties 
as State Health Officer, the announcement 
that Dr. Samuel W. Welch, of Talladega, 
has been elected to succeed him was receiv- 
ed with general approval. It is regarded as 
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the just recognition of the man who is best 
prepared to carry on the work of Dr. San- 
ders. Dr. Welch has had years of experi- 
ence as health officer for the City and 


County of Talladega; and since he has 
been a member of the State Committee of 


Health he has been closely associated with 
Dr. Sanders and is thoroughly familiar 
with health conditions in Alabama. Dr. 
Welch is a physician of unusual ability and 
has long been a leader among the medical 
men of his state. His whole soul goes into 
the work of improving the health of his 
people; and being an untiring worker, com- 
bined with the ability to handle men, we 
predict that he will measure up to the won- 
derful opportunity for service that is of- 
fered him as State Health Officer of Ala- 
bama. 


THE SOUTHERN SURGICAL ASSO- 
CIATION 

The Southern Surgical and Gynecolog- 
ical Association, founded by the lamented 
Dr. W. E. B. Davis and his distinguished 
brother, Dr. J. D. S. Davis, of Birmingham, 
has been recognized for many years as the 
leading association of surgeons in Amer- 
ica. While the meetings are always held 
in the South, it is not a regional organiza- 
tion, as its name indicates, because it has 
among its limited membership of 200 most 
of the great surgeons from all parts of the 
United States. 

Since the death of Dr. Elias Davis, in 
1905, Dr. W. D. Haggard, of Nashville, has 
been the Secretary and executive officer. 
In the annual transactions as publish- 
ed by Dr. Davis and Dr. Haggard have 
been recorded much of the history of sur- 
gical progress in this country for the last 
quarter of a century. 

At the recent meeting at White Sulphur 
Springs, the name was changed to “The 
Southern Surgical Association” and Dr. 
Haggard was deservedly promoted from 
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Secretary to President, and Dr. H. A. Roy- 
ster, of Raleigh, North Carolina, was 
elected Secretary. With such distinguish- 
ed surgeons as officers the Southern Surgi- 
cal Association will surely continue the 
high standard of work that it has always 
maintained. 


DR. DOWLING’S REAPPOINTMENT 


Governor Pleasant, the State of Louis- 
iana, the South and the Nation are to be 
congratulated that Dr. Oscar Dowling has 
been reappointed President and Execu- 
tive Officer of the Louisiana State Board of 
Health. Dr. Dowling is recognized as one 
of the most efficient men in public health 
work and the Louisiana system of educat- 
ing the public in sanitary matters is con- 
sidered one of the great advances in pre- 
venting disease. 

When Dr. Dowling was appointed to his 
present position eight years ago he had the 
vision that in order to lessen sickness, peo- 
ple of all classes must be informed regard- 
ing the causes of diseases, of how they are 
spread, and of the measures to prevent 
them. He realized that most persons will 
not go out of their way to learn, so that he 
conceived the idea of carrying instruction 
in health matters to the remote parts of 
his state. He was able to show certain 
railroad officials in Louisiana that it was 
to the interest of the railroads to aid in 
preventing disease, and with a small ap- 
propriation from the State he inaugurated 
the Louisiana Health Train, the first of its 
kind anywhere. 

This “Health Train” has carried the gos- 
pel of health many times into every place 
in Louisiana where there is a side track; 
and by invitation, through the courtesy of 
the railroads, it has gone into almost every 


state in the Union in the beneficent work 


of educating the public in sanitation. Mil- 
lions have therefore received the message 
of health through Dr. Dowling’s idea. 
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Dr. Dowling as an advertising asset to 
Louisiana is worth many times his 
salary, because everybody everywhere 
has heard that he has “cleaned up” New 
Orleans and Louisiana. One advertising 
page in the Saturday Evening Post costs 
$5,000.00 and space in the columns of its 
reading matter cannot be bought at any 
price; but Dr. Dowling was given a page 
in “Who’s Who and Why” in that great 
advertising medium. World’s Work and 
many other magazines have also published 
pages on Dr. Dowling’s work until Louis- 
iana is regarded as a model in sanitation 
—surely a good reputation for a state to 
have, whether it deserves it or not. 

Dr. Dowling has not only advertised 
Louisiana, and educated its people in sani- 
tary matters, but he has forced many who 
had powerful political influence to “clean- 
up.” This class demanded Dr. Dowling’s re- 
moval. Be it said, however, to the credit 
of Louisiana’s governors, including the 
present incumbent, they have recognized 
that political motives are not to be consid- 
ered in comparison with the health of their 
people and true merit in an official. Dr. 
Dowling has therefore carried on his good 
work through the changing administra- 
tions; and since public opinion is back of 
him in his work it is likely that he will re- 
main as long as he wishes in charge of the 
health of the people of Louisiana. 


THE HIGH COST OF LIVING AND THE 
SOUTHERN MEDICAL JOURNAL 


Dr. James M. Jackson in his address as 
President of the Southern Medical Asso- 
ciation at the Jacksonville meeting, in 
1912, said: 

“I know of no higher class journal than the 
Southern Medical Journal. Its able editorial man- 
agement has given you a publication to whose 
coming you can look forward with pleasure, for 
you will always find between its covers something 
original and instructive, and, in addition, you can 
have the satisfaction of knowing that you have 
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EDITORIAL 


one of the best journals in the country, one of 
which every member has reason to feel proud. 
When I consider that our dues are but $3.00, with 
the Journal included—annual meetings and dis- 
cussions thrown in—I can heartily say that the 
members of this organization have no cause to 
complain of the high cost of living, especially of 
the medical food from the Southern Medical Asso- 
ciation.” 

In the four years since the above was 
written the increase in the cost of every- 
thing pertaining to publishing a medical 
journal has increased enormously, not to 
mention the high cost of living generally. 
Paper alone has increased in price 80 per 
cent. in the last twelve months, but this 
has not retarded the progress of the 
SOUTHERN MEDICAL JOURNAL. We publish 
approximately 100 per cent. more matter 
than in 1912 and many other improve- 
ments have been made. The division of 


subjects into departments and the publica- 
tion of authors’ abstracts of many import- 
ant articles in current medical literature 
are innovations in medical journalism that 
place the SOUTHERN MEDICAL JOURNAL in 
a class to itself. The medical news from 
the sixteen Southern states has also proven 
an attractive feature, as have also “place- 
boes” for those who enjoy medical humor. 

While newspapers and magazines have 
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complained of the high cost of paper, ink, 
etc., and many of them have decreased 
their size or have increased their subscrip- 
tion rates, the SOUTHERN MEDICAL JOUR- 
NAL does not propose to print a page less 
in 1917 than in 1916 when it published 
more matter than ever before, and it is 
planning still further improvements. 


The JOURNAL also intends to continue 
the high standard of advertising that it 
has maintained throughout all the years of 
its existence. The motto that was for- 
merly published on the front cover page, 
“The truth and the truth only on every page 
from cover to cover,” will be lived up to in 
its advertising pages as well as in every 
other deprtment of the JOURNAL. The 
strict advertising policy causes it to de- 
cline thousands of dollars a year in con- 
tracts that are carried by many prominent 
medical publications. It is realized, how- 
ever that the JOURNAL could not have at- 
tained its place in the medical world with 
anything less than absolutely clean adver- 
tising. 

The bound volume of the 1916 JOURNAL 
is one of the handsomest and is the largest 
medical book on its office selves. It contains 
in its 1604 pages the history of medical 
progress during the most eventful year in 
medical history. The index shows that in 
1916 the JOURNAL published 55 original 
articles on medicine; 19 on tropical dis- 
eases ; 33 on public health; 51 on surgery; 
and 28 on eye, ear, nose and throat,—a to- 
tal of 186 original articles. In addition 
there were published 95 authors’ abstracts, 
so that 281 physicians contributed to the 
columns of the JOURNAL in 1916, and all 
branches of medicine were covered. 


‘It is believed that the best year book pub- 
lished for 1916 for the physicians of the 
sixteen Southern states is the bound vol- 
ume of the SOUTHERN MEDICAL JOURNAL. 
Every physician should bind his journals. 
They make reference volumes of great 
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value and add to the appearance and use- 
fulness of the medical library. To those 
who desire to bind their 1916 SOUTHERN 
MEDICAL JOURNALS and who have mis- 
placed one or more numbers the JOURNAL 
will gladly furnish them, with its compli- 
ments, if it has them on hand. Begin now 
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to save your journals for 1917 and have 
them bound at the end of the year. 

In order to show the development of the 
JOURNAL and the attractiveness in appear- 
ance of the bound volumes a cut of the 
bound volumes for 1909, 1913 and 1916 is 
here shown. 


SOUTHERN 


ALABAMA 


According to the report of the State Board of 
Health for November, there were reported 179 
cases of tuberculosis and 169 deaths from this 
disease, there being a total of only 365 deaths 
from reportable diseases. 

At Birmingham, at a recent meeting of the Jef- 
ferson County Medical Society, Dr. F. BE. Harring- 
ton, of the United States Public Health Service, 
was elected as all-time Health Officer of the 
county, operating under the plans recently elab- 
orated by Dr. Carl Fox, U. S. P. H. S. 

At Birmingham, recently, the employees of the 
City Health Department demanded an increase of 
salary. 

At Anniston, recently, Dr. Jerry Watson sus- 
tained rather painful injries when his automobile 
was struck broadside by a street car. 

Recently a state-wide probe was made by the 
Government agents for the purpose of discover- 
ing violations of the Harrison anti-narcotic law. 
A number of arrests have been made in Mobile. 

At Mobile, Assistant Surgecn T. J. Liddell has 
been in charge of the United States Marine Hos- 
pital during the absence of Dr. J. T. Burkhalter. 

At Talladega, on December 15, Assistant Sur- 
geon J. B. Laughlin investigated the water sup- 
plied to the passenger trains engaged in inter- 
state traffic. 

Deaths 

Dr. E. H. Robinson died at his home in Robin- 
son Springs on November 22 at the age of 89. 

Dr. E. S. Feagin, a prominent Mobile physi- 


cian, died at his home in that city, at the age of: 


385 years. 
Dr. John B. Stagg died at his home in Prait 
City at the age of 56 years on Nov. 23. 


ARKANSAS 


At Little Rock, on November 18, during the 
annual meeting of the State Board of Health, the 
following officers were elected: President, Dr. 
Joseph B. Clegg, Siloam Springs; Dr. Burrell A. 
Fletcher, McClelland, Vice President; Secretary 
_ and State Health Officer, Dr. C. W. Garrison. 

On December 14, official notice was given by 
the State Board of Health as to the revocation 
of Dr. W. C. Baldwin’s license. Dr. Baldwin was 
a physician of Helena, and the charge that he 
advertised special ability to cure chronic and in- 
curable diseases led to the revoking of his li- 
cense, 

It has been announced that the next meeting 
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of the Arkansas Medical Society will be held in 
Little Rock on May 1-3, 1917. 
- Dr. M. B. Heyman, who has been with the 
Central Islip Hospital, Long Island, has been ap- 
pointed Superintendent of ithe State Hospital for 
the Insane. Dr. Heyman succeeds Dr. E. P. Bled- 
soe in the management of the institution. 

At McGeehe, Dr. J. M. Stewart has been very 
ill following a stroke of paralysis. 

Dr. Robert Corney, Little Rock, has been ap- 
pointed Physician to the Tucker Convict Farm. 

Deatns 

Dr. H. J. E. Garrett, aged 55, died at his home 
in Hope on Nov. 17. 

Dr. A. D. Finch, aged 67, died at the home of 
his son at Bellefonte on Nov. 7. 

Dr. John Capell, Watson, died in Memphis at 
a local hospital on Nov. 21. 


FLORIDA 

At Jacksonville, at a recent meeting of the As- 
sociation of Surgeons of the Seaboard Air Line, 
the following officers were elected for the ensu- 
ing year: Dr. Frank Eskridge, Atlanta, Ga., Pres- 
ident; Drs. L. J. Picot, Littleton, N. C.; J. W. 
Smith, Branchville, Va., and Thomas J. McAr- 
thur, Cordele, Ga., Vice Presidents. Dr. J. W. 
Palmer was re-elected Secretary-Treasurer. 

At Tampa, the City is contributing $50.00 per 
month toward the maintenance of a tuberculosis 
clinic. 

The physicians of Duval County have raised 
their fees from $2.00 to $3.00 per visit. 


GEORGIA 


The State Board of Health has recently issued 
a bulletin to the people stressing the importance 
of plenty of fresh air. : 

Dr. J. G. Hall, Atlanta, was painfully injured 
recently when the automobile which was driving 
crashed into a sidewalk at Five Points. 

At Moultrie, the physicians of Colquitt County 
met recently and organized a medical society. 

Dr. J. Cheston King, Atlanta, has been elected 
Medical Director of the Columbian Woodman. 

At LaGrange, at the annual election of officers 
of the Troupe County Medical Society, the fol- 
lowing officers were elected: Dr. Henry R. 
Slack, President; Dr. Will E. Morgan, Vice Presi- 
dent; Dr. John Banks, Secretary-Treasurer. 

Dr. D. A. Bagley, DeSoto, was married to. Miss 
Bessie Klosterman, East St. Louis, Ill., Nov. 14. 


(Continued on page 24) 
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No matter how high 
the standard— 


unless it is backed-up by a steady continuity 
of “efficiency”—the end-result will be mediocrity. 
The phrase “Quality Products” would be empty patter 
were it not backed-up by that honesty of purpose 

and ceaseless study to improve which constitute 

“the bone and gristle” of our 57-years’ record as 
tried-and-not-found-wanting purveyors to the medical 
profession—a continuous output of distinctly 
worth-while products of unquestioned quality. - 


SHARP & DOHME 


since 1860 
*““QUALITY PRODUCTS’’ 


Sold by the most discriminating druggists everywhere. 


AN ANNOUNCEMENT 


National Pathological Laboratory 


announces the establishment of a complete laboratory at 


ST. LOUIS 


equal in capacity and facilities to those laboratories at Chicago and New York. 
We present Dr. Ralph L. Thompson as the Director of this new laboratory, and 
whose reputation is in itself a reliable guarantee as to the accurate pathological 
service now available at this point. 


Blood or 
WASSERMANN TEST Spinal fluid________ $5.00 


We do the classical test. Any of the various modifications will be made on 
request without additional charge. Sterile container, complete with needle, for 
taking specimen sent gratis upon request. 


SEND FOR FEE LIST 


NATIONAL PATHOLOGICAL LABORATORIES 


ST. LOUIS NEW YORK CHICAGO 
4485 Olive Street 18 E. 41st Street 5 S. Wabash Ave. 


Patronize our advertisers—mention the Journal when you write them. 
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At the annual meeting of the Georgia Medical 
Society at Savannah the following officers were 
elected for 1917: President, Dr. Antonio J. War- 
ing; Vice President, Dr. J. O. Baker; Secretary- 
Treasurer, Dr. Wm. H. Myers; Board of Censors, 
Drs. Lawrence Lee, H. H. McGee and H. W. 
Hesse; Library Board, Drs. Geo. R. White, J. A. 
Crowther and V. H. Bassett. 

Deaths 

Dr. J. T. Nunnally, Griffin, died at his home 
in that City on Dec. 8 at the age of 47. 

Dr. C. C. Frederick, Lizella, died at a Macon 
hospital on Dec. 20 as the result of injuries re- 
ceived when his automobile was struck by a rail- 
way train. 

Dr. J. C. De La Perriere, Winder, died at his 
home in that City on Oct. 11. 

Dr. Henry R. Marchman, Villa Rica, died at 
his home on Nov, 15 at the age of 48. 

Dr. L. W. Verdery, age 28, of Augusta, died on 
Oct. 28 while on duty with the Medical Corps of 
the National Guard at Fort Sam Houston, San 
Antonio, Tex. 

Dr. J. S. Horsley, age 738, died at his home in 
West Point on Nov. 17. 


KENTUCKY 

At Fort Thomas, in honor of the memory of 
Dr. James Carroll and as a token of recognition 
of the services rendered the Government by him 
when he lost his life in the fight against yellow 
fever, Congress has given one of the cottages in 
Officers’ Row to be used by his wife and children 
as a permanent home. 

At Lexington, during a recent investigation of 
the street car sanitation by Dr. J. D. McGuire, 
City Health Officer, it was decided that plans 
should be made for more healthful ventilation. 

Dr. W. L. Heizer, Bowling Green, has accepted 
the position as State Secretary of the Tubercu- 
losis Commission. 

At Henderson, the new county tuberculosis 
sanitarium will soon be opened for service. 

At Louisville, according to a recent statement 
made by the Health Commissioner, there has 
been a great increase in the number of diphtheria 
cases in the City. 

At Louisville, the School for City and County 
Health Officers was in session Dec. 13-16. 

Suit brought by the citizens of Henry County 
to enjoin the County Board of Health from en- 
forcing the vaccination of the pupils and teach- 
ers in the schools was lost, as the court held that 
such an important matter should not be left to 
the whim of individuals. 

At Louisville, according to recent statistics, 
the City is said to be ahead of both the State 
and Nation in regard to the low tuberculosis 
death rate. 

Dr. W. F. Phillips, Bowling Green, was reported 
very ill recently following a paralysis stroke. 

Dr. N. Douglass Abell, Louisville, was married 
to Mrs. Annie C. Wolfe, New Castle, on Nov. 4. 

Deaths 

Dr. Peter S. Gans, aged 55, died at his home in 
Louisville on December 23. 

Dr. Edwin R. Montgomery, aged 69, of Louis- 
ville, died in Birmingham, Ala., while at the home 
of his daughter. 
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Dr. J. H. Owsley, age 75, died at his home in 
White Mills on Dec. 1. 

Dr. A. M. Crittenden, age 58, died at his home 
in Ferguson on Nov. 15 from carcinoma of the 
throat. 


LOUISIANA 

At New Orleans, a chapter of the American 
Red Cross has been formed and a movement on 
placed foot to raise $25,000 for the erection of a 
base hospital. 

At Shreveport, due to a shortage of the funds 
of the City, the Charity Hospital has negotiated 
the loan of sufficient moneys from a bank of that 
City. 

After examinations held for license to practice 


' in the State, it has been announced that sixteen 


out of the eighteen candidates were successful. 

At Vinton, Past Assistant Surgeon Friench 
Simpson was recently investigating a case re- 
ported to be bubonic plague. 

Deaths 

Dr. M. T. Lanaux died in New Orleans on Jan- 
uary 12. 

Dr. Jacob Wise, of Crichton, 29 years old, died 
in December while on a hunting trip in Texas. 

Dr. James McCreary, aged 80, died at his home 
at Point on Dec. 8. 

Dr. N. S. Carter, aged &3 years, died at his 
home in Abbeville on Dec. 18. 

Dr. E. A. Welsh, aged 52, died on Oct. 6 at his 
home in Shreveport. 


MARYLAND 


There have recently been reported a number 
of cases of typhoid fever at Goucher College, and 
it is believed that the spread is due to a carrier. 

At Baltimore, according to a recent report for 
November, there is a decided increase in the 
number of tuberculosis cases reported in con- 
trast to November of 1915. 

At Baltimore, Dr. and Mrs. Hugh H. Young 
have given an ambulance to be used in the serv- 
ice in France. . 

At Mount Washington, there have been a num- 
ber of cases of scarlet fever reported and the 
contagion is assuming the proportions of an epi- 
demic. 

Johns Hopkins University has at present a 
branch of the Medical Department in Chiengmai, 
Siam, under the leadership of Dr. C. H. Cort. 

At Baltimore, there has been organized a bu- 
reau of communicable diseases in charge of Dr. 
John F. Hogan. Health wardens, the nursing di- 
vision, tuberculosis dispensaries, ‘school physi- 
cian, clerk of vital statistics, fumigation division, 
complaint clerk, tenement house division and the 


.Sydenham Hospital will be included under the 


new regime, 

At Baltimore, in order to organize reforms 
that could not be carried out singly and to pro- 
tect themselves against the high cost of living, 
the hospitals of the City have formed a union. 

At Baltimore, the University of Maryland has 
‘been paid the amount of $30,000 for medical edu- 
cation, the sum appropriated for 1916 and unpaid 
appropriation for 1915. 

The Governor of the State has announced that 
there will be a Lunacy Commission appointed to 


(Continued on page 26) 
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Most Women Are 


Chronically Constipated 


for all of the obvious reasons, plus those due to anatomic, neurologic, dietetic 
conditions—and ‘“‘the procrastination habit.”’ 


In connection with other measures, (for INTEROL is what one writer 


would call a ‘‘dietetic accessory”) INTE 


ROL so facilitates passage of the 


intestinal contents that their journey is made easy, and the patient is trained 


to go to stool regularly. 


7 Oftentimes, INTEROL proves a valuable adjunct in the treatment of 
temale neurasthenia, which so often results (or is aggravated by) intestinal 


autotoxemia. 


Because (1) it reduces the length of time in which the fecal 


mass (with its toxins) remains in contact with the water-absorbing mucous 
membrane of the colon; (2) it holds these toxins in suspension; (3) it changes 
the bacterial surroundings—the ‘‘intestinal flora.” 


INTEROL is a particular kind of ‘‘mineral oil,” and is not ‘“‘taken from the same 
barrels as the rest of them”: (1) there is no discoloration on the H,SO, test—abso- 
lute freedom from ‘“‘lighter’’ hydrocarbons—so that there can be’no renal disturbance; 


2) no dark discoloration on t 


lead-oxide-sodium-hydroxide test—absolute freedom 


m sulphur compounds—so that there can be no gastro-intestinal disturbance from 
this source; (3) no action on litmus—absolute neutrality; (4) no odor, even when 


can “‘take’”” INTEROL. 
Pint bottles, druggists. INTEROL booklet on 


; also literat 


heated; (5) no taste, even when warm. The most squeamish or sensitive woman 


on “Chronic Constipation of Women.” 


VAN HORN and SAWTELL, 15 and 17 East 40th Street, New York City 


In Scarlet Fever and Measles 


there is no procedure that will contrib- 
ute so markedly to a patient’s comfort 
and well-being and at the same time 
prove so serviceable from prophylactic 
standpoints, as anointing the whole body 
at frequent intervals with 


K-Y Lubricating Jelly 


(rec. u. 9. PAT, OFF.) , 


Itching and irritation are relieved at 
once, and while the activity of the skin 
is maintained, the dissemination of infec- 
tious material is also prevented. So 
notable are the benefits that result from 
the use of this non-greasy, water-soluble 
and delightfully clean product that its 
use has me a matter of routine in 
the practise of many physicians. 


In addition to being ‘‘the perfect lubricant,” 
K-Y has also been found an ideal emollient, and 
in no way does it demonstrate its great utility 
more convincingly than in the care i 
during the exanthematous affections, 


VAN HORN & SAWTELL 
NEW YORK CITY LONDON, ENGLAND 
15-17 East 40th Street 3133 High Holborn 


“Rheumatic” Pain 


Is there anything more satis- 

ingly warming to a_ painful 
rheumatic joint than a liberal ap- 
plication of K-Y ANALGESIC, 
followed by covering the part to 
keep in the warmth ? 


K-Y ANALGESIC 
“A POWER FOR COMFORT” 
DOESN'T BLISTER 


DOESN'T SOIL 
DOES WASH OFF 


NOT A PARTICLE OF GREASE 


Druggists, callapsible tubes, 50c. 
Samples and literature. 


VAN HORN and SAWTELL 
15 and 17 East 40th St., New York City 


Patronize our advertisers—mention the Journal when you write them. 
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i (Continued from page 24) formerly a member of the Medical Society of 

3; study the causes and prevention of insanity in North Carolina. 

the State. 


OKLAHOMA 


At Baltimore, the Hunterian Research Labo- 
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ratory, made possible by the beneficence of the 
Rockefeller foundation, has been opened. The 
building was erected at the cost of about $115,000 
and will be utilized for higher phases of research 
work. 

Dr. M. V. Ziegler, Townson, was married re- 
cently to Miss Janet M. Bosley, of Chicago. 

Dr. Robert P. Bay, Baltimore, was married to 
Miss Nancy McNabb on Dee. 23. 

Dr. Benjamin Tappan, Baltimore, was married 
to Miss Elise Gail on Nov. 18. 


MISSISSIPPI 

The Board of Supervisors of Jones County has 
appropriated the sum of $1,600 to be used in co- 
operating in the survey being conducted by the 
State Board of Health and the Rockefeller 
Foundation. 

At Vicksburg, recently, representatives of War- 
ren, Claiborn, Sharkey and Issaquena counties 
held a “get-together” meeting and foundations 
laid for the formation of an association combin- 
ing the counties. 

At Louisville, at the last quarterly meeting of 
the Neshoba-Winston-Newton Tri-County Medical 
Association, the following officers were elected: 
President, Dr. Z. C. Hagan. Union; Vice Presi- 
dents, Dr. W. H. Mars, Philadelphia, and Dr. E. 
L. Brontly, Dixon; Secretary-Treasurer, Dr. S. A. 
Majure. 

At Richton, the Perry-Green-George Tri-County 
Medical Association elected the following offi- 
cers for the ensuing year: President, Dr. S. L. 
Knight, Merrell; Vice Presidents, Dr.. E. Faulk, 
Dr. J. A. Dorsett, Lucedale, and Dr. S. B. MclIl- 


At Guthrie, the Oklahoma State Health Asso- 
ciation was organized on Nov. 16 with the follow- 
ing officers: President, Dr. G. W. Stewart, Ho- 
bart; Vice Presidents, Dr. Claude A. Thompson, 
Muscogee; Dr. Lloyd T. Lancaster, Cherokee, and 
Dr. H. P. Wilson, Wynnewood; and Dr. L. E. 
Emanuel, Chickasha, Secretary-Treasurer. 

At Ardmore, a $50,000 annex is being erected 
to the Hardy Hospital. 

At Oklahoma City, the Tulsa County Medical 
Society has gone on record as favoring the erec.- 
tion of a $200,000 hospital to be under the di- 
rection of the Medical Department of the State 
University. 

Dr. L. F. Watson, of Oklahoma City, has moved 
to Chicago, with offices in the Marshal Field An- 
nex Building. He will limit his practice to sur- 
gery. 

At Okmulgee, a City Medical Society was or- 
ganized recently with the following officers: 
President, Dr. W. C. Mitchener; Vice President, 
Dr. L. A, Alexander; Secretary-Treasurer, Dr. A. 
H. Herr. 

The State Medical Association is planning a 
vigorous campaign against tuberculosis. 

At Cordell, Dr. J. H. Harms was recently in- 
jured when his automobile was driven into an 
open bridge. 

Dr. J. G. Rafter, Muscogee, sustained severe 
injuries when his automobile was struck by a 
street car. 

Dr. W. B. Tilton, Clinton, has recently received 
the appointment as Physician to the Uintah and 
Ouray Indian Reservation. 

Dr. C. W. Tedrowe, Woodrowe, and Miss Mar- 


garet Chriswell, Elk City, were married Nov. 24. 
Dr. O. J. Walker, Oklahoma City, was married 
to Miss Mary Getty, Wilmington, Pa., recently. 
Deaths 
Dr. C. E. Damrel: died in Tulsa on Nov. 17. 
Dr. J. L. Hosall, aged 43, Oklahoma City, lost 
his life in an automobile accident on Jan. 4. 


wain. 


Deaths 


Dr. H. D. W. Showers, aged 48, formerly of 
Meridian, died in the Long Island State Hospital 
on Novy. 29. 


NORTH CAROLINA 

The Tri-State Medical Association of the Caro- 
linas and Virginia will convene at Durham on 
Feb. 21 and 22, Dr. J. A. Hodges, Richmond, pre- 
siding. 

At Rocky Mountain, there have been reported 
a large number of cases of measles. The conta- 
gion seems to be spreading and parents have 
been warned that the children should be kept 
at home. 

Dr. William C. Sandy, Columbia, Medical Di- 


rector for the State Hospital for the Insane, is ° 


conducting a survey of the county institutions 
of Pennsylvania under the auspices of the Public 
Charities Association of the State. 

Dr. J. F. Robertson, Wilmington, was married 
to Miss Juliette Albright, of the same City, on 
Nov. 15. 

Lieutenant Arden Freer, M. C., U. S. Army, 
and Miss Mary H. Sheetz, Fayetteville, were mar- 
ried on Nov. 28. 

Deaths 

Dr. Henry H. Whittaker, aged 55, died at his 

home in Hollingsworth, Md., on Oct. 12. He was 


Dr. Thomas W. Smith, aged 42, of Kiefer, died 
in a Tulsa hospital on Nov. 10. 


SOUTH CAROLINA 

At a meeting of the South Carolina Medical So- 
ciety which convened at Charleston on December 
27, the following officers were elected: Dr. Lan 
Mullally, president; Dr. Edward Rutlidge, vice- 
president; Dr. Henry P. Wagner, secretary, and 
Dr. Daniel L. McGuire, treasurer. 

At Charleston, by a unanimous decision of the 
board of trustees of the State Medical College, 
women will be allowed to matriculate in the 
school. 

At Charleston, the Medical College of the State 
of South Carolina has provided a course of lec- 
tures on public health. 

Asst. Surg. W. F. Wagenbach, M. C. Edmunds, 
and W.S. Bean, U.S.P.H.S., have been ordered to 
Spartanburg, S. C., to report for duty in the pel- 
lagra investigation work being carried on by Dr. 
Goldburger. 

(Continued on page 28) 
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You must use clean, 
wholesome, dependable 
Baking Powder in the prep- 
f7 aration of food to insure good 
health and mental efficiency. 


Calumet Baking Powder 


has stood the severest tests chemically and has 
=) given the greatest satisfaction for twenty-five 
years in millions of homes. 
| It is manufactured in the largest, finest and most _ 

| sanitary Baking Powder plant in the world. 


Doctors who have investigated the action, 
properties and residues of various leavening 
agents recommend Calumet. 


Pure in the Can, 
Pure in the Baking 


Calumet Baking Powder is guaranteed to 
give satisfaction in every particular, and 
to be as represented in every respect. 


Patroriize our advertisers—mention the Journal when you write them. 
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(Continued from page 26) 
Deaths 
Dr. Arthur S. Townsend, 53 years old, died at his 
home in Bennetsville on November 13. ; 
Dr. Charles N. Wyatt, 53 years old, died at his 
home in Easley on December 27. 


TENNESSEE 


At Memphis on December 11 to 13 there was 
held the annual meeting of the American Academy 
of Ophthalmology and Oto-Laryngology with Dr. 
J. E. Brown, Columbus, O., presiding and Dr. Lee 
M. Francis, Buffalo, Secretary. The following of- 
ficers were elected for the ensuing year: Presi- 
dent, Dr. W. L. Dayton, Lincoln, Neb., and Dr. 
L. M. Francis re-elected Secretary. The next 
meeting will be held in Pittsburg. 

At the meeting of the Tennessee, Arkansas, 
Mississippi Tri-State Medical Association the fol- 
lowing officers were elected for the ensuing year: 
Dr. James W. Gray, Clarksdale, Miss., President; 
Drs. H. R. Hays, North Carrollton, Miss., R. W. 
Griffin, Tiptonville, Tenn., and Floyd Webb, Tur- 
rell, Ark., Vice Presidents; Dr. James L. Andrefs, 
Memphis, re-elected Secretary, and Dr. James A. 
Vaughan re-elected Treasurer. 

There was a meeting of the Middle Tennessee 
Medical Association at Franklin on Nov. 16 and 17. 

A. L. Saunders, negro physician, is out under a 
$1000 bond at Memphis for alleged violation of 
the federal anti-narcotic law. 

The State Anti-Tuberculosis Association has 
launched an active campaign against the disease 
in the state and a number of the counties have 
responded readily to the work. A new league of 
Memphis and Shelby County is being organized. 

Among the reforms asked for by the Memphis 
doctors at their recent hearing before the legisla- 
ture was for a law making it harder to send a pa- 
tient to the insane hospital. 

Dr. W. S. Farmer, of Cookville, was recently ap- 
pointed to succeed Dr. A.E . Douglass as superin- 
tendent of the Central Hospital for the Insane 
near Nashville. 

Deaths 

Dr. J. W. Grissard, aged 68, died at his home at 
Winchester on Dec. 7. 

Dr. E. R. Verner, of Nashville, died at the home 
of his son in Los Angeles on Dec. 16. 

Dr. John S. Cain, founder of the University of 
the South’s Medical Department, died at his home 
at Sewanee on Dec. 3, at 87 years of age. 


TEXAS 


At Blue Ridge on Dec. 5, Dr. W. A. Houser was 
shot in the leg in a shooting fray in which he 
killed Stanley McCollum. 

At Fort Worth a contract has been let for the 
erection of a sanitarium by Drs. Clay Johnson and 
F. C. Beall. 

At a meeting of the North Texas Medical Asso- 
ciation which was held in Dallas on Dec. 12 and 
13 the following officers were elected: President, 
Dr. Will Cantrell, Dallas; Vice President, Dr. C. O. 
Harper, Fort Worth (re-elected); Secretary, Dr. 
H. L. Moore (re-elected), and Treasurer, Dr. D. L. 
Bettison, Dallas. 

At Dallas a plan is on foot to move the Emerg- 


ency Hospital from the basement of the Municipal 
Building and add it to the City Hospital. 

At San Antonio, the Robert B. Green Memorial 
Hospital has been opened with Dr. H. P. Hill as 
the superintendent. The amount of $11,000 has 
been donated by Mr. Alexander Joske for the 
equipping of operating clinical and X-ray rooms. 

At Dallas a municipal Dental Clinic is in opera- 
tion. 

Deaths 

Dr. W. H. Ash, aged 69, died at his home in 
Jourdanton on Nov. 17. 

Dr. Charles Y. Hogsett, of Fort Worth, died at 
Saratoga Springs, N. Y., on Nov. 26. 

Dr. R. J. Kennedy, aged 75, died at Fort Worth 
on Nov. 8. 

Dr. Charles W. Lester, aged 58 years, died at his 
home in Guthrie on Oct. 11. 

Dr. G. T. Thomas, aged 61, died at Jonesboro, 
on Dec. 21. He was a citizen of Rogers. 


VIRGINIA 

At Richmond a $175,000 contract for the erection 
of a negro pavilion of the Memorial Hospital has 
been let. There will be accommodations for 146 
patients. 

At the Dec. 12 meeting of the Southside Virginia 
Medical Association held at Petersburg, the fol- 
lowing officers were elected for the ensuing year: 
President, Dr. Joel Crawford, Yale; Vice Presi- 
dents, Drs. F. J. Wright, Petersburg, James H. 
Hargrave, Hopewell, and Edgar W. ‘Young Mc- 
Kenney; Dr. E. F. Reese, Courtland, was re-elect- 
ed Secretary-Treasurer. 

The Board of Supervisors of Montgomery 
County have appropriated $300 for the purpose of 
conducting a health campaign in that county. The 
State Board of Health appropriated $900 for the 
same cause. . 

The Seaboard Medical Association of Virginia 
and North Carolina held its annual meeting in 
Washington, N. C., with Dr. D. T. Tayloe, Wash- 
ington, President, and Dr. C. P. Jones, Newport 
News, Secretary. 

A bill was introduced in the House of Repre- 
sentatives, recently, appropriating $500,000 for the 
erection of a Marine Hospital at Norfolk. 

Two physicians of the eastern part of the State 
were arrested recently for their failure to report 
births. 

Dr. G. T. Harrison, Charlottesville, and Miss Cor- 
nelia Seymour, N.Y.C., were married on Nov. 21. 

Dr. W. H. Evans, of Lynchburg, was married to 
Miss Agnes I. McGregor on Dec. 24. 

Dr. Stephen H. Watts, of Charlottesville, and 
Miss Sarah Tilt, Atlanta, were married on Dec, 21. 
Deaths 

Dr. George Ben Johnston, aged 63, died suddenly 
at his home in Richmond on Dec. 20. He was 
professor of surgery in the Medical College of Vir- 
ginia and was well known throughout the country 
for his skill in his chosen specialty. 

Dr. S. R. Glover, aged 47, of Midway Mills, died 
on Dec. 5. 

Dr. B. F. Hopkins, aged 88, of Hot Springs, died 
* the home of his daughter in Staunton on Dec. 
Dr. H. R. Dupuy, aged 71, died at his home: in 
Norfolk on Dec. 11. 

(Continued on page 30) 
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Quality and - 
Reliability To Foster 


me important factors which Bran Habits 


physicians and dieticians 


You will find Pettijohn’s, we think, 


consider, when selecting ree the best way known to foster the 
sate, wholesome and satis- bran habit. 
fying milk for infant feeding. The Breakfast Food is a wheat- 


flake dainty of which folks never tire. 


4 The Phe is more likable than 
EAG LE Graham, and is used in many ways. 


BRAND Both hide 25 per cent of bran— 
CONDENSED a bran which isn’t gritty. And, being 


M | L kK in flake form, it is doubly efficient. 
Thousands of physicians now 


advise these as the ideal form of 
bran diet. 


which received the Grand 
Prize (Highest Award) at ; 
the recent San Francisco i 7 
and San Diego Expositions, p 
stands pre-eminently at the ettij O 


head of its class of reliable Rolled Wheat with Bran Flakes 
and dependable foods. 7 


Soft, flavory wheat rolled into luscious 


Samples, Analysis, flakes, hiding 25 per cent of unground 
Se, Feeding Charts in bran. A famous breakfast dainty. 

Baby's Welfare, Pettijohn’s Flour is 75 per cent 
mailed upon request. fine patent flour mixed with 25 per cent 
Cieden's tender bran flakes. To be used like 
| Condensed Milk Graham flour in any recipe; but better, 

en Company because the bran is unground. 

The Quaker Qats @mpany 
New York Chicago (1512) 
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(Continued from page 28) 


Dr. David Claytor, aged 84, died at his home 
near Bedford on Nov. 17. 

Dr. Thomas F. White, aged 90, died at his home 
in Hanover County, Dec. 18. 

Dr. James F. Gardener, Capon Bridge, died on 
Nov. 11 from injuries received in an automobile 
accident near Winchester. 

Dr. T. M. Cherry died at his home in Roanoke 
on Dec. 12. 

Dr. K. H. Trimble, aged 57, died at his home in 
Monterey on Dec. 22. 

Dr. J. W. Poindexter, Medical Department of 
the University of Virginia, 1875, died at his resi- 
dence in Prairie Home, Mo., on Sept. 12. 

Dr. Warren Lewis died at his home in Wayland 
on Dec. 10. 

Dr. B. F. Tatum, aged 49, died at his home in 
Stuart on Dec. 29. 

Dr. J. W. Nelson died at his home in Charlottes- 
ville on Dec. 15. 

Col. H. S. T. Harris, a native Virginian, Chief 
Surgeon of the Western Division of the United 
States Army, died suddenly in San Francisco on 
Dec. 18. 

Dr. M. W. O’Brien, aged 61, died at his home in 
Alexandria on Dec. 28. 


CLASSIFIED ADVERTISEMENTS 


HOSPITAL WANTED—The advertiser, who is 
a physician with large administrative hospital ex- 
perience, is in the market for a well-located, well- 
equipped hospital of from 30 to 50 beds capacity. 
He will buy the hospital complete or a controll- 
ing interest. The hospital must be located 
where there is a good field for general surgery. 
No proposition that can not stand the closest 
investigation will be considered. Please give 
full details when replying to this advertisement. 
Address B. W. C., care Southern Medical Journal. 


Guinea Pigs—Inspected stock for experimental 
purposes. Guarantee safe delivery your express 
office. Prompt service. Let us quote. Cavy 
Sales Co., College Street, Springfield, Ohio. 


FOR SALE—White mice 25c a pair; white rats 
50c a pair. Special price for large quantities. Ad- 
dress Ed. Schwing, Middletown, Ohio. 


‘ENGRAVED BRASS SIGNS, also Cast Bronze 
Tablets for the profession, are progressive, being 
conspicuous and beautiful combined. Its efficiency 
is recognized as the highest type of a sign, to dis- 
play most distinctively your name and business at 
your door. Made by Globe Metal Sign Works, 


_ 2018 N. Crawford Ave., Chicago, Ill. 


Medical Books—Mostly on History of Medicine 
and old Authors, also have odd copies and com- 
plete sets of Medical Magazines. B. Login & 
Son, 152 East 23rd St., New York, N. Y. 


Prne Genuine Hammock Cart 
ARGUMENT: vs. THE BUGGY 


Costs 1-2 less to ~~ 


(known to run 20 yrs.. 
Safer. Handier. 


— 
RF 
rid ood road: 
bad. Ns Can go where you ean’t 


with ». buggy. A vehicle for hard service. Pays ~ 
for itself, in saving of horse flesh and horse teed. 


Write for Circular B and Sheet of Testimony 
IN The Eureka Co., Rock Falls, Il. 


tHe STORM BINDER 
ABDOMINAL SUPPORTER 


(PATENTED) 


Inguinal Hernia Modification 
No Leather, No Whalebones, No Rubber Elastics 
Washable as Underwear 


Adapted te use of Men, Women, Children and Babies 

For Hernia, Relaxed Sacroiliac Articulations, Float 

’ ing Kidney, Low and High Operations, Ptosis 
Pertussis, Obesity Bec. 


Send for one fade an é ials of physi 
twenty-four hours 


Katherine L. Storm, M.D, Dismond Street 


Atlanta Clinical Laboratory 


10th Floor Candler Building ; Atlanta, Ga. 


Because of increasing progressiveness of the 
the diagnosis and checking of the progress of treatm: OF syphilis, 
T am able to do aA for $5.00 where $10.00 formerly 
seemed a low price. 
Wassermann’s $ 5 00 


Tissue examinations 5 00 
Urines 3 00 
All sme 2 00 
Gonnococal fixation test .............-.... 


Autogenous Vaccines 
Vaccines made of the exciting pathological "erqueiam, 
25 ampules of graduated doses sent. Precipitin test for 
human blood in blood stains. Reports wired when 
Money accompanies specimen, if requested. 


DR. C. W. GOULD, Manager DR. R. C. CURTIS, Assistant 
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TEMPERED GOLD 
Hypodermic Needles 


possess the rigidity of steel without 
its brittleness or tendency to break. 


A Distinct Advance in 
Hypodermic Asepsis 


Rust-proof, germ-proof, acid-proof. Can 
not corrode under any conditions, cli- 
matic or otherwise. Durability prac- 
tically unlimited. Sterilizable by all 
usual methods without injury. 


One needle used for over 7,000 mercu- 
rial injections is still in perfect con- 
dition. An obvious economy. 


If not obtainable of your 
dealer, we will send you a 
sample needle for $1.00, or a 
half dozen assorted sizes, up 
to one inch, for $4.50, post- 
paid. 


Precious Metals Tempering Co. 
WHITESTONE, L. I., N. Y. 


NEW BOOK 


DEVOTED TO THE 
APPLICATION OF 


BACTERIAL VACCINES 


Explaining their therapeutic action— 
How, When and Where to use them. 
By Dr. G. H. Sherman. 


Just What the Doctor Needs 


to obtain necessary information in this 
most efficacious method of treating infec- 
tious diseases. 

More rapid strides have been made and 
more brilliant results obtained in the Field 
of Therapeutic Immunization than in any 
other branch of medicine. 

This book contains over 500 pages, is 
cloth bound and sells for $2.50. 


Daily Users of Vaccines Use Sherman’s 


G. H. SHERMAN, M. D. 


3334 East Jefferson Ave,, Detroit, Mich. 


We Explode 
the Food Cells 


Prof. Anderson’s process makes 
whole grains wholly digestible. 


The wheat or rice kernels, sealed 
in huge guns, get an hour of 
fearful heat. 


The trifle of moisture inside of 
each food cell is changed to ex- 
plosive steam, 


When the guns are shot, over 
100 million steam explosions occur 
in every kernel. The food cells 
are exploded. The grains are 
puffed to eight times normal size. 


The result is, bubbles of whole 
grain —airy, flaky, toasted, crisp. 
They taste like bubbled nuts. 

Digestion is easy and complete. 


Every food element is made 
available. 


No other dainties made from 
wheat, rice or corn are so fitted 
for foods as these are. 


Baking plus toasting doesn’t 
break even half so many food cells. 


The Quaker Oats @mpany 


Sole Makers—Chicago (1488) 


Puffed Puffed 
Wheat Rice 


and Corn Puffs 
Each 15c¢ Except in Far West 
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FRIES BROS., Manufacturers, 92 Reade St., N. Y. 


THE BEST LOCAL ANAESTHETIC 


“There’s a Reason” Yes! Several of Them. 


It is an absolutely Pure Chloride of Ethyl. 
It can be administered without waste from New Glass 


AUTOMATIC SPRAYING TUBES 


It is always ready for instant use. 

It is always Reliable—Harmless—Effective—Readily Applied. 

It is convenient to carry, being supplied in 10, 30 and 60 gram tubes. 
It is entirely harmless, no matter how frequently applied. 


IN GENERAL ANAESTHESIA 


It is unequaled as an Adjuvant to Ether and Chloroform. 
Supplied in Graduated, Glass Spraying Tubes. 


* SOLE DISTRIBUTORS FOR THE UNITED STATES 


MERCK & CO., New York, Rahway, St. Louis 


Look for the RED HEART on the bottle label—no RED HEART, it’s not Stafford. 


STAFFORD WATER 


The BO-GA-HA-MA (Water of Life) of the Indians 
DIURETIC 
DILUENT 
APERIENT 
HEMATIC 


Dr. Henry Froehling, of Froehling & Robertson, Chemists, Richmond, Va., on 

October 30, 1914, collected in person water from Stafford Springs from which to 

make an exhaustive test. A complete report has just been made on the water—a 

report that justifies all the claims made of Stafford Water by its many friends. 
Dr. Froehling in his report comments as follows: 

“Tt has been shown that Radio Emmanations are very effective in Gout, Rheumatism, 
Sclerosis of the Arteries, and that the use of Radio Active water either by drinking or 
Sathing, have a strong tendency to increase the activity of the kidneys and bladder. 

‘, tis has perhaps been no uncertain factor in producing the many cures of Nephritis 
and other kidney troubles credited to the Stafford Mineral Water. 


Stafford shipped in any quantity—handled by all druggists. 
We have excellent hotel accommodations at reasonable rates. 
STAFFORD Mil ERAL SPRINGS AND HOTEL CO., LTD. 


Operated by COLBURN, MORGAN COMPANY, 
VOSSBURG, MISS. 


Look for the RED HEART for genuine Stafford Water. 


Write for booklet and analysis 
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“An Ounce of Prevention 


Is Worth a Pound of Cure” 


Immunize your patients against Influenza 
and “Colds’””» NOW and do not wait until 
respiratory affections are prevalent. 


Influenza Serobacterin Mixed Mulford will 
give immunity from attacks of ‘‘Colds’’ and influenza 
to a large percentage of 
patients suffering with 
periodic attacks of dis- 
ease of the respiratory 
passages caused by the 
organisms used in 
preparing the serobac- 
terin. 

Supplied in packages containing four aseptic 
glass syringes. 


Syringes contain killed sensitized bacteria as follows: 
Syringe Syringe Syringe Syringe 
A B © D 
B. influenze 125 1000 million 
Staphylococcus albus. 125 1000 million 
Staphylococcus aureus 125 1000 million 
Streptococcus .... 125 1000 million 


Pneumococcus. . . . 125 1000 million 
M. catarrhalis (group) 125 1000 million 


Literature describing method of treatment and dosage, together with special 
educational bulletins for distribution to your patients, sent on request. 


H.K.MULFORD COMPANY 


om THE THE 


Manufacturing and Biological Chemists 
HOME OFFICE AND LABORATORIES 
PHILADELPHIA, U. S. A. 
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50% Better 


Prevention Defense 


Indemnity 


1. All claims or suits for alleged civil malprac 


tice, error or mistake, for which our contract 
holder, 

Or his estate is sued, whether the act or 
omission was his own, 

Or that of any other person (not necessarily 
an assistant or agent), 

All such claims arising in suits involving the 
collection of professional fees, 

All claims arising in autopsies, inquests and 
in the prescribing and handling of drugs and 
medicines. 

Defense through the court of last resort and 
until all‘ legal remedies are exhausted 
Without limit as to amount expended. 

You have a voice in the selection of loca) 
counsel. 

If we lose, we pay to amount specified, in ad- 
dition to the unlimited defense. 

.The only contract containing all the above 
features and which is protection per se. 


A sample upon request. 


The MEDICAL PROTECTIVE CO. 


of FT. WAYNE, IND. 
Professional Protection Exclusively 


THE MOUNTAIN PARK HOTEL 


HOT MINERAL SPRINGS BATHS 
At Hot Springs, W. C. 


“In accessibility of location; in absolute freedom 


Your 
Convalescent 
Patient 


will find the most ideal conditions for their 
rapid recovery at Grove Park Inn, in the 
mountains of North Carolina, 2,400 feet 
altitude. The cleanest and most sani- 
tary hotel in the world. Every dish boil- 
ed first in soap suds, then in boiling run- 
ning water, and sterilized with heat when 
dry. Even the silverware is boiled and 
sterilized. Normal foods, scientifically 
prepared, making the food as digestible 
as dietetic foods usually are. Tubercular 
persons not received under any circum- 
stances. 

The Inn is one and a half miles from 
the centre of Asheville, a city of 32,000. 
Eminent physicians and surgeons within 
call. Hydrotherapeutic treatment and 
massage. Milk and cream from Biltmore 
dairies; water from Mount Mitchell. 
Summer climate most agreeable and ex- 
hilarating. Altitude makes it cool. Blank- 
ets at night. Mosquitos unknown. For 
photographs and full information, call at 
the office of the Southern Railway. 


1] 


from dampness and fogs; in the perfect purity of 
its health-giving atmosphere, and the beauty and 
grandeur of its surroundings, the North Carolina 
Hot Springs stand pre-eminent among health and 
Pleasure resorts of America.” ; 

Golf—Tennis—Open Swimming Pool—Mountain 
Trails—Horseback Riding. 

The waters of these springs have been found to 
be highly beneficial in the cure of rheumatism, gout, 
rheumatic gout, kidney trouble, and all kindred 
ailments. Testimonials on application. 

UNDER ENTIRE NBW MANAGEMENT. 

For information and reservations write or wire 


FRED J. FULLER, Manager 


GROVE PARK INN 


Sunset Mountain 


Mountain Park Hotel, Hot Springs, N. C. ASHEVILLE, NORTH CAROLINA. 
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° * ~~ made according to the formulae used by 
Dakin Solution Dr. Alexis Carrel at Hospital Militaire, 
No. 21 Compiegne, France, in one-gallon jugs 85c, five-gallon jugs $4.00. 


See article by Dr. Lloyd Noland, Southern Medical Journal, December 1916, Page 1056 
Reprint of article, and descriptive circular of apparatus mailed on request 


WE WILL ACCEPT ORDERS AT ABOVE PRICES 
TO BE SHIPPED THROUGH YOUR DRUGGIST 


Doster-Northington Drug Company 


Surgical Instruments, Hospital Supplies and Manufacturing Chemists 
BIRMINGHAM, ALABAMA 


High Power 
Electric Centrifuges || BRASS & BRONZE SIGNS 


DESIGNS AND ESTIMATES FREE 


Send for Cat. Ca. 
GLOBE METAL SIGN WORKS 
INTERNATIONAL EQUIPMENT CO. CHICAGO ILLINOIS 


352 WESTERN AVE., BOSTON, MASS. 


“The spurious aspirin is a mixture of either calcium phosphate and starch, cream of tartar and citric acid with some alum; 


or milk sugar, starch and calcium acid phosphate.’—(From N. Y. Health Dept. “Weekly Bulletin,” Nov. 6, 1915.) 


By Specifying 


Bayer-Tablets 
AND 
Pat, 
ayer-Capsules 
OF reliable Bayer 


manufacture. 
(5 grs. each) 


You Avoid Counterfeits and Substitutes 


“Be Sure of Your Aspirin” 
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druggist should assure himself in all cases of the reliability of the source of his supply." —Pacific Drug Rev., Feb., 1916. | ee 
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SOUTHERN MEDICAL JOURNAL 


WE HAVE A LIMITED SUPPLY 
SALVARSAN and NEOSALVARSAN 


ALL SIZES 
We are offering these to the physicians 


If you wish to secure some of these articles write at once to 


HOTEL CUMBERLAND 


S. W. CORNER BROADWAY AT 54TH STREET, NEW YORK 

Near 50th Street Subway and 53d Street Elevated, and accessible to all surface lines 

Official Hotel American Automobile Association 

To physicians and their families the Hotel Cum- 
berland offers superior accommodations and serv- 
ice at reasonable rates. 

The location is exceptionally convenient and ac- 
cessible, affording quick access to the leading hos- 
pitals, medical schools and clinics, as well as to the 
principal theatres, stores, depots and parks. 

Rooms with adjoining Bath—$1.50 and up. 

Rooms with Private Bath—$2.00 and up. 

A hygienic hotel—no dust-trap carpets, but ori- 
ental rugs in all rooms and corridors. Only New 
York Hotel with window screens throughout. 

SEND FOR ILLUSTRATED BOOKLET 


HOTEL CUMBERLAND 


Under management of HARRY P. STIMSON 
NEW YORK 
NEAREST LARGE HOTEL TO NEW YORK POLYCLINIC 


Patronize our advertisers—mention the Journal when you write them. 
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_For Protection: against such instability we offer _ 

‘Tablets Glycerophosphates P-M Co. 

Bach tablet contains: 
Caleium Glycerophosphate 2 gr. 


‘Tron Glycerophosphate 1-8 gr. 
Alkaloid 1- 120 


"PITMAN. MOORE | COMPANY 


NDIANAPOLIS 


“assistance. in adjusting the 
diet to correct of 
infants. 


ill of the of 
6 meet such conditions will be sent 


Mellin’ Company. 


ag \,~°\ Patronize our advertisers—mention the Journal when you write them. ==> 
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“Our Sterne for. Injection, Have 


stn wind to medication he had to 

‘Result: delay and even of life.’ 

Parke, Davis & Co.'s Sterilized Solutions in have clemed. away 

. Solutions in are for use. 


2. They are sterile. 


‘milliliter (Ce) of solution | 
4. The is treated with’ thei most solvent—di ied a 
solution, or oil, the cage: may be int 
a The container is s hermetically sealed, preventing bacterial contamination, 


6. An impervious carton protects the solution: againe ‘the actinic 


in our catalogue, andes “Ampoules, pages 194-200. Consult this list, 
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OUR “AMPOULES” BROCHURE 


gives descriptions of” package, prices, ‘ste; Pho 


D Michi 
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ce, Vavis Lo. 
50 Years of Pharmaceutical Progess 


